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MR. PRESIDENT, LADIES, AND GENTLEMEN,—That 
the surgical treatment of chronic gastric and 
duodenal ulcer leads to the immediate alleviation 
of symptoms is now one of the commonplaces of 
surgery, and has even found its way into con- 
temporary fiction. Every surgeon, however, who 
follows up his cases meets with those in whom, 
after a period of immediate relief, symptoms 
reappear. These are usually trivial and of short 
duration, but are occasionally serious and long 
continued, the result of ulceration in the region of 
the anastomosis. Se much does this group appeal 
to the imagination that our junior vice-president 
lectured here four years ago on “ Ulcers Old and 
New: Jejunal for Duodenal.” ' 

I am confining myself to consideration of the 
results in cases personally operated upon. Only in 
this way is there the assurance that the technique 
and method of treatment, although varying with 
increased experience, remained identical in each 
series, and that the condition and situation of the 
ulcer is accurately known. | 

Surgical treatment has not, and cannot, become 
mechanical; every chronic ulcer needs individual 
consideration. It is not a case of “ Here is a chronic 
ulcer, let us doa gastro-jejunostomy.” This fact 
requires emphasis, as it is by no means unusual for 
a case to be sent to the surgeon, not for treatment, 
but with the request that gastro-jejunostomy should 
be performed. The impression that this operation 
is a cure for all gastric ills led to its falling toa 
certain extent into disrepute. 

A recent paper by Dr. Robert Hutchison* on 
Disappointments after Gastro-jejunostomy led to 
an interesting discussion in subsequent issues of 
the British Medical Journal, and an adequate 
surgical summing up by Sir Berkeley Moynihan.’ 

The result of the surgical treatment of chronic 
ulcer of the stomach and duodenum is equal to 
that of any major operation in surgery. ‘iastro- 
jejunostomy will fail if carried out in unsuitable 
cases, just as removal of the appendix fails to cure 
pain in the right iliac fossa that is not due to 
disease of that viscus; even in suitable cases the 
accident of an adhesion may lead to an attack of 
intestinal obstruction years later. 

I intend to review the result in those patients 
who have been operated on over two years. I 
have selected this period for two reasons: (1) in 
many of the cases under discussion adequate rest 
in bed and medical treatment would have been 
followed by the disappearance of symptoms for a 
considerable time; it is safe to say that it would 
not be as long as two years; (2) it is Thost unusual 
for symptoms to reappear for the first time at an 


interval of more than two years after operation, 
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and most of the cases of secondary ulceration have 
occurred within this period. In 1912‘ I reviewed 
72 consecutive cases operated on more than two 
years before. I have been able to trace all those 
of chronic duodenal ulcer that I was then in touch 
with. All that were quite well have remained so, 
and two who were not absolutely well now call 
themselves cured. Two also of the cases operated 
upon for chronic gastric ulcer who were not “ quite 
well” have now lost their minor discomforts; one 
only of those who were successes have had further 
symptoms; this patient died of abdominal malig- 
nant disease seven years after operation. Four 
have been lost sight of after remaining well for 5, 
6,and 11 years. Three died of other causes, and 
in two I was able to obtain a post mortem; in both 
the ulcer had healed and the anastomosis was 
perfect. I therefore do not consider it is running 
any grave risk of exaggeration if I consider those 
remaining well for two years as successes. 


THE OPERATION OF CHOICE. 


That gastro-jejunostomy alone is sufficient in 
many cases is certain. Hutchison” states: “ The 
modern operation of gastro-jejunostomy when per- 
formed for chronic ulcer of the stomach or 
duodenum is usually so satisfactory in its results 
that a surgeon is justified in promising the patient 
complete relief from his symptoms if he submits to 
it.’ This would be still more in accord with 
present experience if the words “ of gastro-jejunos- 
tomy’’ were omitted. 

In 1914," in a contribution to a discussion on the 
treatment of chronic gastric and duodenal ulcers, 
I said: “The operation to be performed on any 
individual case can only be determined after the 
abdomen is opened.” This holds good at the 
present time, although gastro-jejunostomy is still 
the operation of choice in the majority of cases. 
When this operation is performed it should be the 
posterior no-loop vertical. This will bring about 
permanent healing in “free” ulcers; those that 
have perforated and have an adherent base or floor 
formed usually of liver or pancreas do not com- 
pletely heal after this procedure alone. When 
gastro-jejunostomy is indicated and the posterior 
method is impossible, the anterior no-loop that I 
described in 1907‘ gives equally good results. | 
have done this in 40 cases, the majority before 1912. 
Most that I then considered suitable I now treat by 
partial gastrectomy. 

Gastro-jejunostomy acts by its influence on gastric 
motility and secretion. It secures a more rapid 
emptying of the stomach, and so prevents o1 
counteracts pyloric spasm, and should abolish the 
excessive acidity which, with gastric stasis, Bolton” 
has shown to be a cause of chronic ulceration. 

It is important that the opening should be large 
(I make it from 24 to 3) inches), and situated so as 
to give the best result in lowering acidity. The 
site of election is at the cardiac end of the pyloric 
segment of the stomach, immediately above the 
duodeno-jejunal flexure. In 11 instances in which 
for various reasons I have had to make the opening 
nearer the pylorus than usual, the post-operative 
lowering of gastric acidity has not been so marked, 
and has in some instances been wanting. \ 
temporary increase has even been noted. The 
following is an example :— 

T. H., a male, aged 36. Operation Dec. 17th, 118, 
for chronic duodenal ulcer. The opening was made 
nearer the pylorus than usual on account of close 
adhesion of jejunum to the under surface of transverse 
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mesocolon. Gastric acidity before operation. Free 
HC1 0°18. Total acidity 71. Jan. Ist, 1919: Free HC] 0°22. 
Total acidity 77. I had to readmit him five months | 
later with some return of pain. He is now free from 
symptoms with a gastric acidity 0°15 and 65. 


I have notes of 174 patients in whom test meals 
were given both before and after gastro-jej unostomy 
only had been done. All the examinations were carried 
out in the London Hospital Clinical Laboratory, 
under Dr. P. N. Panton, by the method he described 
with Dr. H. L. Tidy.” The normal gastric acidity 
by this method is free HCl 0°08 to 0'12, and total 
acidity between 40 and 50. I am much indebted 
to Dr. Panton and his assistants for the care with 
which these investigations have been made. 

In 159 patients gastric acidity was lowered. In 
99 free HCl was absent and total acidity below 30. 
The most marked reduction has occurred in those 
cases of chronic gastric ulcer situated high on the 
lesser curvature, so that the gastro-jejunostomy 
has had to be performed well to its cardiac side. 
It was this observation that led me to the con- 
clusion that the greatest post-operative lowering of 
acidity was obtained when the opening was toward 
the cardiac end of the stomach. The result within 
a few weeks is striking. 

On May 29th, 1918, I operated on a male, aged 42, 
with a chronic ulcer high on the lesser curvature. 
Gastric acidity was reduced from 0°l and 48 on May 13th 
to absence of free HCl and 7 on June 24th. 

On Dec. 14th, 1917, I operated on a woman of 35 for a 
similar condition. Her gastric acidity fell from 0°09 
and 57 on Dec. llth to absence of free HCl and 10 on 
Dec. 29th. 

The same reduction is seen after operation for 
chronic duodenal ulcer. 

W. E. S., a man of 37. Operation 167,16. Gastric 
acidity on July 7th 0°16 and 74. On July 25th absence 
of free HCl, total acidity 17. 

E. N., a woman, aged 45. Operation 18/1217. Test 
meal Dec. 10th, 0°22 and 80; Jan. lst. absence of free 
HCl and total acidity 18. 


When the anterior long-loop operation is done 
acidity is not so effectually lowered. 





W. H. C., male, aged 37. Operation for chronic 
duodenal ulcer on June 17th, 1919. The transverse 
colon was closely adherent to the posterior abdominal | 
wall and I had to do the antecolic operation. (It is 
never wise to dissect the colon away in these cases, 
better to run the slight risk of jejunal ulcer than the 
enormous one of regurgitant vomiting.) Gastric acidity 
on June 13th, 0°16 and 60: on July 7, 0°09 and 46. 

The reduction of acidity is as great when the 
anterior no-loop operation is done well to the 
cardiac end of the stomach. 

On May 6th, 1913, I operated on a man of 68 witha 
very scarred ulcer on the lesser curvature, adherent 
posteriorly but not perforated. His condition would 
not permit the ideal treatment of partial gastrectomy. 
I therefore did the anterior no-loop operation as room 
could not be obtained posteriorly. Acidity was reduced 
from 0°18 and 71 to 0°0 and 31 three weeks after 
operation. 

I believe that this reduction in gastric acidity as 
the result of gastrojejunostomy is permanent. The 
opportunity, however, of examining gastric contents 
at remote periods after operation is difficult to 
make in the absence of symptoms. I have been 
able to do so in 26 patients from four to nine years 
after operation, and found gastric acidity still low. 
The following is an illustrative case :— 





Male, aged 39. Operation July 7th, 1912. Gastro- 
jejunostomy for chronic duodenal ulcer. Before opera- 


tion gastric acidity 0°2 and 79. Three weeks later, 
absent and 32, and in September, 1919, absence of free 
HCl, total acidity 25. 

In none of the cases was pyloric exclusion 
practised. I do not consider that it adds in any 
way to the efficacy of the operation. It has no 
bearing on the healing of the ulcer, and the con- 
tinued patency of the new opening has no relation 
to pyloric stenosis. I have post-mortem records of 
eight of my cases from two to nine years after 
operation for ulcer situated at a distance from the 
pylorus; in no instance did the anastomotic opening 
show any sign of contracture. 


COMPLICATIONS AND THEIR CAUSES. 


Stricture of a gastro-jejunostomy opening is the 
outcome of marginal ulceration due to the use of 
unabsorbable suture material. In the five cases of 
this nature that have been under my care silk or 
thread had been used for the inner layer of sutures 
in each patient. 

The present technique has almost entirely 
abolished immediate complications. Regurgitant 
vomiting is now a rare incident, and is very unusual 
when no abnormality is noticed at operation. 

The type of regurgitant vomiting which, starting 
at once, continued until further operation brought 
relief or death occurred, should have disappeared. 
It is due to error in technique. Vomiting within 
the first 48 hours is now unusual, and if trouble- 
some usually yields readily to lavage. If occurring 
about the ninth or tenth day it is of more signifi- 
cance, and indicates that some mechanical change 
in the region of the anastomosis is taking place 
during healing. It is, however, infrequent, and in 
most instances ceases at once on lavage. 

Among 769 patients (477 duodenal,*292 gastric) 
treated by gastro-jejunostomy for simple ulcer up 
to the end of 1919, I have had to re-operate for this 
cause in 7—2 duodenal and 5 gastric. The larger 
number in the smaller gastric group is due to the 
fact that the exact site of the anastomosis is here 
governed by the ulcer, and hence may not be so 
perfect mechanically as in the duodenals in whom 
it can be selected. 

It will be seen in the following notes of cases 
that in all except one some unusual feature was 
noted, and in all some definite mechanical cause 
was found at the second operation. 

The first instance among the duodenals arose in 
October, 1914, ina male of 51. I noted ** the transverse 
mesocolon was contracted and the jejunum closely 
adherent to its under surface.”’ I had to free both 
before doing the anastomosis. The immediate post- 
operative course was uneventful ; no vomiting until the 
evening of the tenth day. Typical regurgitant vomiting 
started and was not influenced by lavage. I re-operated 
on the thirteenth day. I found that the transverse 
colon had again become adherent, constricting the 
anastomosis, and did a lateral anastomosis with great 
difficulty, but he died a few hours later. 

Since this date I have operated on eight patients 
with a similar condition of mesocolon, and in 
each instance, whether of partial gastrectony or 
gastro-jejunostomy, have brought the jejunum in 
front of the transverse colon. 

Tke next is the most unsatisfactery result I have 
had among my patients with chronic duodenal 
ulcer. 

In January, 1918, I operated on a man, aged 40, who 
had had symptoms of ulcer for 20 years. I found very 
extensive ulceration on both surfaces of the first part 
of the duodenum with a dilated stomach. The meso- 
colon was very vascular and I noted that there was 
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considerable difficulty in finding room for the anasto- 
mosis, and that there was oozing from the cut edge. 
For the first nine days there was no vomiting and con- 
valescence was normal. On the tenth day there was 
one largé bilious vomit, then no more for three days, 
then typical regurgitant vomiting set in unchecked by 
lavage. I re-operated four days later and found the 
anastomosis was constricted at its centre by a band 
which passed from the mesocolon to the mesentery of 
the jejunum. I considered it probably due to organisa- 
tion of blood clot. I divided the constriction trans- 
versely and sutured it vertically and he was able to 
leave the home within three weeks. He has since had 
to be operated on twice for jejunal ulcer. 


The following cases occurred among the chronic 
gastrics. The first was one of my early patients 
and I did not appreciate anything abnormal at 
either operation. 


Male, aged 36. Operation Nov. 7th, 1905, for chronic 
ulcer at the centre of the lesser curvature. Vomiting 
started the day following and continued, although 
relieved somewhat by lavage until his second operation 
in February, 1906. He is now, and has remained, 
perfectly well. 

In the remainder the cause was obvious. 

Male, aged 40. Operation Feb. 23rd, 1912, for chronic 
ulcer on lesser curvature and posterior surface near 
pylorus. I noted troublesome oozing from the cut edge 
of the transverse mesocolon. Regurgitant vomiting 
started on the evening of the tenth day and continued 
unrelieved until March 3rd, when I reoperated. There 
was much thickening around the anastomosis and its 
limbs were drawn together. My notes say: ‘‘Is this 
due to the oozing? *’ Before doing a lateral anastomosis 
I made an incision into the stomach to exclude the 
possibility of gastro-jejunai ulceration: the line of 
anastomosis was perfect and the gastric ulcer healed. 
He died of another cause five years later, having 
remained perfectly well. 

Woman, aged 50. Operation for hour-glass stomach, 
Feb. 25th, 1913. Posterior gastro-jejunostomy done to 
the largest cardiac pouch I had ever seen. She 
remained perfectly well until the ninth day when 
typical vomiting started. I reoperated March 3rd. 
The anastomosis had disappeared from view pulling 
the meso-colon up with it owing to the contraction of 
the hitherto dilated pouch. Lateral anastomosis 
stopped the vomiting at once and she has remained 
perfectly well. 

Woman, aged 38. Operation Nov. 12th, 1915. Anterior 
no-loop gastro-jejunostomy for posterior ulcer. Vomiting 
started on the tenth day. As it was not kept under 
entirely by lavage I reoperated a month later, and 
noted that the jejunum was constricted where it 
passed through the great omentum. She has remained 
perfectly well. 

Male, aged 55. Posterior ulcer excised Jan. 18th, 1916, 
and to the opening left the anastomosis was done. It did 
not lie well and appeared to be kinked. Vomiting 
started on the eighth day. Lateral anastomosis was 
done on Feb. Ist, and he remains perfectly well. 


GASTRO-JEJUNAL, OR ANASTOMOSIS ULCERATION, 

Before dealing specifically with the results of the 
operative treatment of gastric and duodenal ulcers, 
there is one further complication that needs special 


notice—secondary ulceration. First described by 
Braun in 1899," one of the most important con- 
tributions to our knowledge was made by Paterson '' 
ten years later. In addition to reviewing the 
recorded cases, he suggested the classification into 
jejunal and gastro-jejunal ulcers. This classification 
should always be adhered to in reporting cases. The 
term “ jejunal ulcer”’ is still used loosely to include 
both varieties. I consider this separation is 
essential to the understanding of the subject and 
to the elucidation of the causation of this trouble- 
some condition. 





Unabsorbable Suture as a Cause. 


That gastro-jejunal, or anastomosis ulceration, as 
I prefer to term it, is due to the presence of an 
unabsorbable suture is now generally recognised. 
The first case of this nature appears to have been 
operated upon by Berg in 1898, but was not recorded 
until nine years later.” Carman and Balfour “ in a 
study of 13 cases of secondary ulceration at the 
Mayo Clinic found 6 in which unabsorbable suture 
material was present. The experimental work of 
Soresi'' shows that unabsorbable sutures may 
cause gastro-jejunal ulceration when used for the 
inner layer. Even when catgut is used for this 
layer the outer thread or silk stitch may ulcerate 
through. This was the cause of all the anasto- 
mosis ulcers in my own cases; Ihave never used 
anything but catgut for the inner layer. The fact 
does not yet appear to be generally recognised, for 
unabsorbable material is still being used for the 
outer layer by many surgeons. 

It is impossible to estimate the frequency with 
which these ulcers occur, as it must vary with 
individual technique and in the anastomosis variety 
it is possible for the offending stitch to be 
evacuated naturally. Secondary ulceration is a 
rare complication, but each case impresses itself on 
the mind of the surgeon as a failure, although 
further operation may convert it into a success. 

I have a personal operative experience of 31 cases. 
In 23 the original operation was done by myself; 
27 followed gastro-jejunostomy for duodenal ulcer. 
This is very striking, and has been noticed by all 
who have written on the subject; it is, I believe, 
an important point which will help in solving the 
causation. Two only of the patients were women. 
This proportion is very much less than that in 
which ulcer affects the two sexes. For example, 
in 300 consecutive cases of duodenal ulcer operated 
upon 50 were women, and among 300 cases of 
gastric ulcer similarly treated 108 were women. 
Were this sex relationship to hold good with 
secondary ulceration, at least 8 should have been 
in women. In both the women operation had been 
carried out for chronic gastric ulcer. Both did well 
after removal of the offending suture. Thirteen of 
the ulcers were jejunal; all occurred in men and 
all except one after operation for duodenal ulcer. 

Secondary Jejunal Ulcer. 

It seems obvious that there must be some factor 
acting in men, and in cases of duodenal ulcer, 
which is not present, at any rate not to the same 
extent, in women and in patients with chronic 
gastric ulcer. This factor is, I believe, the degree 
of gastric acidity. 

Gastric acidity is lower in women than in men 
and in gastric as compared with duodenal ulcer. 
Thus, in 50 consecutive cases of duodenal ulcer in 
men treated by operation the average was: free 
HCl 0°16 and total acidity 70; in the same number 
of women, 0°10 and 50. In 50 consecutive cases of 
chronic gastric ulcer in each sex treated by opera- 
tion the average was: in men, 010 and 53; in 
women, 0'07 and 45. 

Various contributory causes have been suggested 
from time to time. Bruising of the jejunum by 
clamp or the formation of a hematoma is un- 
doubtedly one factor. I have noted this in 6 cases. 
In 3 gastric acidity was not effectually lowered 
by gastro-jejunostomy, and ulceration occurred 
in all. In the other 3 acidity was so markedly 
lowered that the after-history is uneventful and 
jejunal ulceration is not to be feared. 
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The following are the three cases with jejunal 
ulcers. 


Male, aged Operation for duodenal ulcer in 
April, 1914. Gastric acidity 0°12 and 53. I noted “a 
small hematoma formed on the jejunum just distal to 
the anastomosis."" He made an uneventful recovery, 
but six months later had an attack of melzna, which 
recurred three times before I reoperated 14 months 
later. Gastric acidity was then 0°09 and 45. I found a 
chronic ulcer of the jejunum at the site of the 
hematoma ; it had perforated and its floor was formed 
of transverse mesocolon. I excised the ulcer and took 
the opportunity of examining the suture line. The 
anastomosis was perfect and there was no trace of 
ulceration or thickening. The duodenal ulcer was 
healed and the jejunum, except for the ulcer, was 
normal. He is, and has remained, quite well. 


55. 


Male, aged 39. Operation for chronic duodenal ulcer 
April 17th, 1912. I noted bruising distal to the anasto- 
mosis. His test-meal before operation was free HC1 0°18 ; 
total acidity, 72. He began to get pain in the lower 
abdomen within 18 months, and when I admitted him 
for investigation in June, 1914, his gastric acidity was 
still high—O'14 and 63. I then lost sight of him fora 
time, but again took him into hospital and diagnosed 
jejuno-colic fistula in September, 1916. His gastric 
acidity was then 0°09 and This low acidity is the 
rule when jejuno-colic communication has taken place. 
I operated on Sept. 26th and he remains well. 


35. 


The remaining patient is of interest as being the 
only example of jejunal ulceration I have seen 
following operation for chronic gastric ulcer. 


C. M., a male, aged came 
November, 1911, with a ten years’ history of five 
attacks of pain after food and vomiting. The attacks 
lasted two or three months with intervals of perfect 
health. Test-meal, free HC] 0°11, total acidity 52. On 
Nov. 22nd I excised a small ulcer from the centre 
of the lesser curvature and did a posterior gastro- 
jejunostomy. I noted the formation of a jejunal 
hematoma. He left hospital for convalescent home 
on Dec. 5th, but returned two months later saying that 
the pain had recurred, but it was now to the left of the 
umbilicus and eased by food. Test-meal showed an 
increase in acidity to 0°16 and 62. I operated Feb. 14th. 
I opened the stomach and found the anastomosis 
perfect ; on the anterior surface of the jejunum an inch 
from the opening was an ulcer which had perforated 
and was adherent to the mesocolon. I excised it and 
removed a thickened appendix. I have kept in touch 
with him ever since and had a letter from him from 
Canada last July saying he was quite well. 


29, 


under my care in 


In none of the other cases of secondary ulcer did 
I notice any departure from normal at the time of 


operation. In 4 cases that died, post-mortem 
examination revealed tuberculous lesions in kidney 
and lungs in 3, in the other, rheumatic endo- 
carditis. Test-meals were given in 27 patients. 
Both free and total acidity were raised in 12; in 
10 gastric acidity was normal, but it must be 
remembered that a normal gastric acidity after 
gastro-jejunostomy isitself abnormal. Four only of 
these 10 were jejunal, and in 2 the ulcer com- 
municated with the colon. Of those with lowered 
acidity 2 had progressed to jejuno-colic fistula, 
and 3 were anastomosis ulcers in which the 
acidity, slthough low, was the same as before 
operation. 

Jejunal ulcer is found most commonly in that 
part of the intestine corresponding to the situation 
in the duodenum at which a chronic ulcer is most 
often met with. It suggests that the etiology may 
be similar, and that it arises from failure to remove 
the cause of the original ulcer, or from lowering of 
the vitality of the intestine by bruising,in conjunc- 
tion with insuff.ciently diminished gastric acidity. 





Pointing to the first suggestion is the fact that in 
cases recorded by Battle and others’ and in two 
of mine the ulcer recurred. 

Unabsorbable sutures are the cause of the gastro- 
jejunal or anastomosis ulcers. They may, as 
suggested by Garnett Wright," also occasionally be 
responsible for the formation of a true jejunal ulcer 
by the irritation of a loose end. 

If no unabsorbable material is used a fertile 
source of secondary ulceration is at once abolished. 
Care in the use of the jejunal clamp (personally I 
never use one) would also aid by removing a possible 
cause. If the post-operative test-meal shows a high 
acidity great care is necessary, and a course of 
medical ulcer treatment should be carried out to 
reduce it. This treatment should be governed by 
the test-meal. In every case the patient should be 
restrained from satisfying what is often a ravenous 
appetite. 

I have made particular observation with regard 
to the structural changes that may occur in the 
jejunum apart from ulceration. While a dilatation 
of the jejunum is occasionally seen it is distinctly 
uncommon, and is certainly not met with in most 
cases of jejunal ulcer. I have notes on the con- 
dition of the jejunum in all the reoperated cases 
and in those in which I was able to obtain a post- 
mortem examination. In none were the valvulw 
conniventes ubsent. 

-aterson, in his review of the collected cases, 
found that in 73 per cent. symptoms began within 
the first two years. Among my 31 patients, in 30 
symptoms began within 18 months; in only 1, an 
anastomosis ulcer, was the period longer, three 
years. While individual examples of onset at 
longer periods have been recorded, I think it is 
probable, at any rate in jejunal ulcer, that 
careful investigation of the history would reveal 
symptoms at an earlier date. The average in my 
cases has been, jejunal ulcer nine months, anasto- 
mosis ulcer, 12 months after operation. From the 
earlier records there can be no doubt that ulcera- 
tion is more likely to occur after the long-loop 
anterior operation, for this does not so effectually 
reduce gastric acidity. 

The prominent symptom is the onset of left-sided 
pain. This often has all the characteristics of that 
felt elsewhere before the operation; in fact, patients 
have said that the pain has shifted to the left, 
and below the umbilicus, and place their hand over 
the left iliac fossa in describing its position. Food 
relief and night waking may both be present, and 
the symptoms may be in attacks with periods of 
complete relief. I have been unable to discover 
any constant difference in the nature of the 
symptoms between the two classes of ulcer. 


In all the jejunal ulcers that I have operated on 
the ulceration had extended through all the coats 
of the intestine, and the floor was formed either by 
the mesocolon or the colon into which perforation 
is common. When the floor is formed of colon, 
epigastric pain on defecation may be complained 
of. Among 13 jejunal uicers 5 bad perforated into 
the colon. The prominent symptom after this 
accident is diarrhoea; it was present in all. It has 
been stated that undigested food may be found in 
the feces, but this is by no means a constant 
feature, for in 3 cases in which this was 
specially looked for it was absent. In only 2 
was vomiting present, and in only 1 was it 
feculent. This case is of interest, as the con- 
dition was diagnosed by letter two years before 
operation. 
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In"March, 1911, I operated on a maie of 49 for chronic 
duodenal ulcer. During the first two years after opera- 
tion he had attacks of pain in the lower abdomen, but 
not of sufficient severity to make him give up work. In 
November, 1914, I heard from his medical man that for 
a fortnight he had been having diarrhcea and vomiting, 
the latter at first fecal. I replied saying the history 
was indicative of a jejuno-colic fistula, and that he 
should come in again for investigation. He got better, 
and I heard no more for nearly two years, when he was 
again seriously ill. I took him into hospital. Test- 
meal showed an absence of free HCl and a total acidity 
of 27. Bismuth meal and X ray examination did not 
reveal the condition. At operation I found the duodenal 
ulcer healed. The jejunum below the anastomosis was 
adherent to the transverse colon, and had perforated 
into it. I excised the whole anastomosis, implanted 
both ends of the jejunum separately into the stomach, 
closed the opening into the colon, and removed the 
appendix. In addition to the ulcer communicating with 
the colon there were two smaller ones immediately 
proximal to it. The line of anastomosis was perfect. 
Valvulwe conniventes were present in the jejunum, and 
microscopic examination revealed no abnormality other 
than the ulcers. He is now. and has remained, absolutely 
well. 


Painless diarrhcea with a low gastric acidity are 
the symptoms of a post-operative gastro-jejuno- 
colic fistula. Of the five cases that have been 
under my care all arose in patients whom I had 
operated upon for chronic duodenal ulcer. One 
was admitted moribund 2} years after gastro- 
jejunostomy. I had had him under observation for 
some time on account of lower abdominal pain 
which commenced 11 months after operation, and 
had seen him four months before with painless 
diarrhcea, and urged him to come into hospital for 
further treatment. At the post-mortem a jejunal 
ulcer was found communicating with the colon, and 
a smaller ulcer distal to it had perforated into the 
general peritoneal cavity. The duodenal ulcer had 
completely healed, the line of anastomosis was 
perfect, and the jejunum otherwise normal. The 
remaining cases I operated on the first died within 
24 hours. The others are and have been quite well, 
all over three years since their second operation. 
Bleeding is uncommon, but in two cases of jejunal 
ulcer hematemesis and melwena were the only 
symptoms. Hemorrhage also occurred in three of 
the anastomosis cases, but was slight and associated 
with pain. Vomiting is very unusual, but may be 
self-induced as in duodenal ulcer. 

If secondary ulceration is suspected a thorough 
course of rest in bed and dieting should be tried, 
and the result checked by examination of the 
gastric contents. If this fails operation should be 
carried out on the following lines. If the ulcer is 
of the anastomosis type excision with removal of 
the offending suture; if contraction of the opening 
complicates it this should be re-formed. In cases 
of jejunal ulcer in which high acidity has persisted 
in spite of dealing with all disease in the abdomen 
the anastomosis should be excised together with the 
ulcer and both ends of the jejunum implanted 
separately into the stomach. This was done in 10 
of the cases of jejunal and 5 of those of anasto- 
mosis ulcer. In the remainder the ulcer only was 
excised and the anastomosis re-formed or the 
stitch removed. Two of the jejunals developed 
fresh ulceration, in both excision only had been 
done. 

One patient died in hospital of malignant disease 
of the thyroid eight years after I had excised a 
jejunal ulcer. He had remained quite well, and 
post-mortem examination showed the duodenal 





ulcer soundly healed and the scar in the jejunum 
hardly visible, the remainder of the jejunum being 
normal. 

It is possible that carcinoma may follow anasto- 
mosis ulceration. I have notes of two cases which 
are very suggestive, although they do not definitely 
prove it. 

In April, 1912, I operated on a man of 35 for chronic 
gastric ulcer. His progress was never very satisfactory, 
for although he was able to resume his occupation as 
fireman he had occasional attacks of vomiting. Four 
years later he came under my care again with intes- 
tinal obstruction. On admission to hospital his caecum 
and transverse colon were enormously distended and I 
had to do a czcostomy. I found a malignant mass in 
the middle of the transverse colon involving the anas- 
tomosis, but, on account of his condition, was unable to 
make as thorough an examination as I should have 
liked. I removed a small portion of the growth for 
sections. This showed spheroidal-celled carcinoma of 
the type arising in the stomach. 

The other patient was operated upon by Mr. W. F- 
Brook at Swansea, to whose kindness I am indebted 
for the notes. 

In December, 1913, I operated on a man of 54 with 
chronic duodenal ulcer. He remained perfectly well for 
three and a half years. On writing again last year I 
heard from his daughter that he had died after an opera- 
tion which had been carried out for trouble with his 
bowels of six months’ duration. Mr. Brook operated 
on account of subacute intestinal obstruction due to a 
malignant mass in the transverse colon, which involved 
the gastro-jejunostomy opening. Further investigation 
was, unfortunately, impossible. 

In both patients, following a gastro-jejunostomy, 
a malignant mass was found in a part of the trans- 
verse colon, which is very rarely the seat of 
carcinoma. In both it involved the anastomosis, 
and it seems more than probable that it arose in 
the gastric mucous membrane from an anastomosis 
ulcer. 


THE RESULTS OF OPERATIVE TREATMENT OF 
CHRONIC DUODENAL ULCER. 


We must now pass to the consideration of the 
results of operative treatment of chronic duodenal 
ulcer. The cases under review, those to the end of 
December, 1917, number 389. In 2 of these the 
ulcer was directly involving the stomach, and in 7 a 
separate ulcer was present on the lesser curvature. 
These figures include 35 in whom the operation 
was carried out on account of hemorrhage, but 
exclude those operated upon for acute perforation. 
There were 9 deaths, 3 being among the 35 operated 
on directly for hemorrhage due to continuation of 
the bleeding, pulmonary embolism, and in the third 
the abdominal wall gave way 12 days after opera- 
tion and the patient died of pulmonary complica- 
tions after resuturing. Of the others, 2 died of 
broncho-pneumonia, 1 of pulmonary embolism, 
1 after a second operation for regurgitant 
vomiting, 1 from hawmatemesis, and 1, a patient 
with a dilated stomach, died six days after 
operation and no cause could be discovered post 
mortem. 379 were treated by gastro-jejunostomy, 
with or without inversion of the ulcer, and in 2 the 
ulcer was excised in addition for diagnostic pur- 
poses. In one patient from whom | removed a 
calcified hydatid cyst of liver I excised a small 
ulcer of the anterior wall without doing a gastro- 
jejunostomy; she remains well over four years 
later. In 5 cases partial gastrectomy with removal 
of the affected part of the duodenum was carried 
out and in 2 a double gastro-jejunostomy. All these 
patients remained perfectly well. 
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The Healing of the Ulcer. 


| have had the opportunity of examining the site 
of the ulcer post mortem in 8 cases—respectively 
6, 9, and 18 days, 15 months, and 3 (2 cases), 8, 
and 9 years later. In all except the first the ulcer 
had healed ; this was a patient of 48 with a history 
extending over 13 years, during the last two of 
which there had been vomiting of the dilated 
stomach type. He was extremely ill, with an 
enormously dilated stomach. At operation I found 
amass adherent to the under surface of the liver 
and gall-bladder. I noted “evidently a chronic 
duodenal ulcer which has perforated.” I did a 
posterior gastro-jejunostomy. He died on the sixth 
day without further vomiting, apparently from 
exhaustion. At the post-mortem no cause for death 
could be discovered. There was a chronic ulcer 
of the anterior surface of the first part of the 
duodenum, which had perforated and was adherent 
to the gall-bladder, which closed the perforation 
and formed the floor of the ulcer. At subsequent 
operation | have been able to investigate the condi- 
tion of the duodenum in 21 of my patients. The 
ulcer had healed in all at 2, 6 (2 cases), 7, 8, 11 
(2 cases) months, 1 (3 cases), 2 (2 cases), 3 (4 cases), 
6 (4 cases), and 10 years after gastro-jejunostomy. 

There can be no doubt that gastro-jejunostomy 
is a curative operation for chronic duodenal ulcer, 
and that symptoms which may arise later, except 
when the ulcer has eroded the pancreas deeply and 
is hence unsuitable for treatment by gastro- 
jejunostomy alone, result from mechanical or 
ulcerative complications in connexion with the 
anastomosis. 

Condition of Patients after Two Years. 

Of the 389 cases, i have been able to trace 348 
up to the present time or death more than two 
years after operation. 318 are, and have, remained 
perfectly well, including all the partial gastrec- 
tomies and double gastro-jejunostomies. I have 
found no difference in the result in the cases in 
which the ulcer was treated by inversion in addi- 
tion to gastro-jejunostomy. Two died of causes 
unconnected with the operation before the expira- 
tion of the two years, and 30 could not be traced 
for this time, but were well when last heard of. 

Nineteen developed secondary ulceration, one of 
whom, already mentioned, died shortly after 
readmission ; the remainder were treated by opera- 
tion. Ten were jejunal. Of the 18 operated on, 
four died, one after a second operation for an 
anastomosis ulcer; I had been unable to remove all 
the stitch at the first operation. Of the survivors, 
one died eight years after his second operation, 
remaining quite well up to this time; the others 
are well at 9,7, 6, 5.4, 3 (4 cases) years later; one 
is improved, but not quite well; one I have lost 
sight of; and two have been done under two years, 
but are well. 

No jejunal ulcer has arisen in any uncompli- 
cated case that I have operated upon since 
February, 1914, and no anastomosis ulcer since I 
gave up the use of an unabsorbable suture for the 
outer layer. Most of my cases occurred in patients 
operated upon in 1911, 1912, and 1913. Since that 
date | have made the anastomosis nearer the 
cardiac end of the stomach, and so obtained a 
greater reduction in gastric acidity. 

Only one jejunal ulcer has, as far as I am aware, 
developed among the cases operated upon during 
the last five years. This was in the patient 
mentioned under regurgitant vomiting, whom I 





surgically treated in January, 1918, and has since 
had to be operated upon on two foccasions for 
jejunal ulcer. & «ase 

Among the cases not quite well is one,? the 
last patient in whom I used a thread stitch, 
who may possibly have an anastomosis ulcer. The 
complaints of the remainder are few, and with 
the exception of the one just mentioned express 
themselves as better because of the operation, 
although not absolutely well. Three of these have 
become quite well after a few months’ discomfort, 
the two I have previously mentioned and the 
following, which is a good illustration and very 
suggestive of the escape of the offending suture. 

I operated on J. P., a male, aged 46, on March 11th, 
1913, using catgut for the inner and thread for the oute1 
layer of sutures. He gave a typical history extending 
over 16 years. His test-meal showed free HCl] 0°27 and 
acidity 100. Four months after operation he began to 
complain of lower abdominal pain and five months late: 
I had him under observation and found his gastric 
acidity reduced to 0°07 and 33. He had attacks of pain 
for nearly two years, in the last of which he had 
melena. He has now been absolutely well for over 
four years. Before his operation his longest period ot 
relief was three months. 


THE POSSIBLE DEVELOPMENT OF CARCINOMA IN 
A SIMPLE ULCER. 


The question of the possible development “of 
carcinoma in a simple ulcer must now be briefly 
considered. Malignant disease of the first part of 
the duodenum is unusual. Jefferson,'' in publishing 
a case of his own, was able to collect 30 in which 
there was a possibility that the condition arose in 
a pre-existing simple ulcer. He states “ several of 
these are very doubtful.”” 1 agree with him. 

I have operated on 9 cases of carcinoma of the 
duodenum. In 2 it was situated in the third 
part close to the duodeno-jejunal flexure, in 6 in 
the second part, and in 1 only was it supra- 
ampullary and occupying the usual situation of a 
simple ulcer. 

On April 8th, 1913, I operated on a male, aged 40, who 
Was sent to me on account of gastric dilatation. He had 
suffered from indigestion ** all his life."” For five weeks 
before I saw him vomiting of the dilated stomach type 
had been present. He was very wasted, with a large 
stomach. Test-meal showed absence of free HCl 
and a total acidity of 24. I found a hard constricting 
mass in the first part of the duodenum with scattered 
whitish nodules. I removed one for sections and did a 
posterior gastro-jejunostomy. Microscopic examination 
revealed columnar-celled carcinoma, and he died in 
December, 1914, with painless jaundice after over a 
year’s perfect comfort. 

I know of no patient developing malignant 
disease of the duodenum after operation, but there 
is one doubtful case. In April, 1912, I operated 
on a male of 49 for chronic duodenal ulcer. He 
remained in perfect health for 6) years and then 
died after 14 days’ illness. Unfortunately I did 
not hear about it until some months later. I had 
a letter from his wife in which she said: “ An in- 
cision was made and a growth found on the back- 
bone, also ulcer.” I have repeatedly tried to get 
into touch with the medical man who is supposed 
to have done the post mortem, but have failed to 
obtain any information. I have included him 
among the failures, but it is quite possible that the 
condition had nothing to do with his original 
disease. 

I have previously “ briefly recorded two cases in 
which ulcers of the duodenum were found to be 
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SS 


Pee oe 


e 
1 
2 


eet Dee OPO 


Or Omer: + 


— 


. ae 


THE LANCET, 


PROF. J. SHERREN: CHRONIC ULCERS OF THE STOMACH, ETC, 


MARCH 27, 1920 (97 








found malignant disease of that viscus, the 
duodenal ulcer having healed. The following are 
the details of the cases. 

On May 31st, 1912, I operated on a man of 54 with six 
years’ history suggestive of duodenal ulcer followed by 
symptoms of dilated stomach. Operation revealed a 
large dilated stomach, due to an ulcer of the anterior 
and upper surface of the first part of the duodenum 
extending on to the lesser curvature of the stomach. 
After gastro-jejunostomy he remained perfectly well 
for 18 months, and then began to complain of abdominal 
pain and a mass developed in the epigastric region. 
At the second operation, 23 months after the first, I 
found the duodenal ulcer healed but diffuse carcinoma 
of the stomach. 

On Sept. 3rd, 1912, 1 operated on a woman of: 45 with 
a typical history of duodenal ulcer of seven years’ 
duration. I found a markedly indurated ulcer of the 
anterior surface of the first part of the duodenum 
extending on to the stomach. She remained well for a 
year after gastro-jejunostomy, and then began to 
complain of abdominal discomfort. I operated again in 
May, 1914. The duodenal ulcer had healed, but the 
pyloric end of the stomach was much thickened, and 
there were enlarged coronary and subpyloric glands. I 
did a partial gastrectomy. On examining the specimen 
there was an indurated ulcer on the gastric side of the 
pylorus, encircling the stomach except on its anterior 
surface. Microscopic examination showed it to be a 
simple ulcer with carcinoma starting at its cardiac edge. 
All the lymphatic glands were infected. She lived in 
comfort for over a year, and died with an enlarged liver 
and jaundice 17 months after operation. Her medical 
man, who watched her throughout, in his letter describ- 
ing the end, said *‘ the most noteworthy point was the 
relief given by the operation.”’ 

Since these cases | have always done a partial 
gastrectomy when this complication is present. 


THE RESULT OF THE SURGICAL TREATMENT OF 
CHRONIC DUODENAL ULCER. 

The result of the operative treatment of chronic 
duodenal ulcer rivals that of any other major 
operation. With care during operation and with 
the after-treatment jejunal ulcer should become 
almost, if not quite, unknown. Gastro-jejunostomy 
is the operation of choice in all except those 
in which the ulcer is involving the stomach or 
deeply eroding the pancreas. Both should be treated 
by excision. Among my cases “not quite well” 
are three in whom this latter condition was present. 
The successes more than two years after operation 
are a little over 80 per cent. of those operated upon. 
This is considering all whocannot be traced or who 
died before the two-year period of other causes, 32, 
as failures. These figures agree very closely with 
those obtained in a similar way by Sir Berkeley 
Moynihan," 82°78 per cent. out of 305 operated 
upon, when we consider that 22 of these could not 
be traced or died of other causes, and some were 
reported before the lapse of two years. 

If we take the successes among those traced, and 
there is no reason to consider that those who have 
changed their addresses or died of influenza or 
wounds would in any way alter them, it is over 
90 per cent. | believe that the treatment of chronic 
duodenal ulcer on the lines laid down will result in 
95 per cent. cures. 


THE RESULTS OF THE SURGICAL TREATMENT OF 
CHRONIC GASTRIC ULCER. 

The results of the surgical treatment of chronic 
gastric ulcer cannot be dealt with as simply as those 
of chronic duodenal. I wrote in 1914: ‘ The opera- 
tion to be performed in any individual case of 
chronic gastric ulcer can only be decided after the 





abdomen is opened.” I again want to preface my 
remarks in this way. I also hope to be able to 
show what I then stated: “ Simple chronic gastric 
ulcers will heal as the result of gastro-jejunostomy 
correctly performed unless they are adherent and 
have perforated, their floor being formed of 
pancreas or liver.” Owing to failure of gastro- 
jejunostomy to cure the type of ulcer last mentioned 
I have used it with diminishing frequency during 
the last seven years. For example, in 100 consecu- 
tive cases operated upon before December, 1912, 
gastro-jejunostomy alone was done in 90, combined 
with excision of the ulcer in 8; partial gastrectomy 
was done in 2 cases only. In 100 consecutive 
cases before December, 1919, 50 were treated by 
gastro-jejunostomy alone, 2 by this operation com- 
bined with excision, and 48 by partial gastrectomy. 
Up to this time I had carried out partial gastrec- 
tomy for simple ulcer in 101 cases with 9 deaths. 
It is fair to say that the ulcers operated upon 
during this period were much more extensive and 
included some that I should previously have 
considered inoperable. 

The cases of chronic gastric ulcer operated upon 
up to December, 1917, number 310 with a mortality 
of 11. These figures include all ulcers treated by 
operation, except for acute perforation. The 
operations are as follows :— 


‘9 cases. 1 death 


“> abscess. 


52 cases. 4 deaths. Acute dilatation 
of stomach, pulmonary embolism, 
pneumonia, no cause found post- 
mortem. 

Gastro -jejunostomy 25 cases. 1 
and excision anil 


from subphrenic 


Excision alone.. 


Partial gastrectomy: 


death from urethral 
stricture and pyelitis a month later. 


24 cases. 5deaths. 3 from pulmonary 

complications, 1 from leakage 10 
days after operation for hamat- 
emesis, and 1 from hwmatemesis. 


2 
Gastro -je junostomy | 
alone) «.. -s ss) 


Results of Cases of Excision and of Partial 
Gastrectomy. 

All the partial gastrectomies except two are quite 
well, and none complain of any discomfort from 
the smallness of the stomach. They eat ordinary 
food in the usual quantity. One patient after 
three years says: “Intimate friends regard me 
somewhat as an astonishing freak. The fact remains 
that | can manage and mix diets as few of them dare 
to do.” One of the patients operated on nearly 
seven years has been able to take ordinary diet 
ever since, and in spite of being over 60 was able 
to rough it on the continent during the war. The 
immediate post-operative recovery of these patients 
is astonishing, and the sisters of my wards say they 
get even less discomfort than that experienced as 
a rule after gastro-jejunostomy. Of the two not 
quite well, one complains of occasional vomiting 
and one of occasional indigestion; neither has been 
of sufficient severity for me to obtain their per- 
mission for further investigation. I have not yet 
had the opportunity of examining any of the cases 
either post mortem or at second operation at 
remote periods, and none have developed any 
symptoms suggestive of secondary ulceration. 

Of the 8 survivors of excision only 2 have 
remained well, one 7 and the other 2) years later. 
In the latter the operation was carried out for 
hematemesis and nothing more was justifiable. In 
5 I have had to reoperate, symptoms having 
recurred within 18 months. I performed gastro- 
jejunostomy 6, 5), 3) (2) years ago and all remain 
well. In the fifth diffuse peritoneal adhesions 
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prevented anything but excision at the original 
operation; my second operation was no more 
successful and she is still unrelieved. 


Results of Cases of Combined?Gastro-jejunostomy 
and Excision. 


I have been able to trace 22 of those treated by 
excision combined with gastro-jejunostomy; all 
except 2 are quite well. A man of 62 com- 
plains of pain in his chest on lifting, but has lost 
all his gastric troubles, and a woman of 53, who 
speaks of her ill-health; but I have been unable to 
obtain any definite complaint of gastric symptoms. 
In none of these has malignant disease subsequently 
developed. 


Results of Cases of Gastro-jejunostomy Alone. 


Of the 219 survivors of those treated by gastro- 
jejunostomy alone I have been able to keep 187 
under observation for over two years; 162 have 
remained perfectly well. I have found no difference 
in the result in those in whom the ulcer was 
“inverted.” In no case was pyloric exclusion 
practised ; 24 died from causes unconnected with 
the operation at over 11 (2), 9 (2), 7 (2), 6 (3), 5 (2), 
4 (3), 3 (4), 2 (5), and 1 year later after remaining 
perfectly well. In 1907” I recorded what I 
believe to be the first instance in which the healing 
of a chronic gastric ulcer as the result of gastro- 
jejunostomy was verified by post-mortem examina- 
tion. Since that date I have been able to obtain 
post-mortem examinations in 8 from 2 to 9 years 
after operation, and found the ulcer soundly healed 
and the anastomosis perfect, without any trace of 
thickening or contraction. In addition I have had 
the opportunity of examining the site of the ulcer 
at subsequent operation in 13 patients, 2, 3, and 4 
weeks, 3 and 18 months, 2 (3), 3 (2), 6 (3), and 
7 years later: the ulcer had healed in all. 

Twenty-five have had further symptoms. Nine 
of these were patients in whom the ulcer had 
perforated and was adherent to pancreas or liver, 
cases I now invariably treat by partial gastrectomy. 
One of this group died 18 months later of hemat- 
emesis. As the result of subsequent excision of 
the ulcer 5 have been in perfect health for over 


three years. In 4 symptoms were due to 
secondary ulceration, but in only 1 was it 
jejunal. All were treated by operation. One died 


as the result; post-mortem examination revealed 
tuberculosis of the right kidney and bladder; the 
gastric ulcer had healed and the operation area was 
perfect. One died of influenza after 34 years of 
perfect health and the remaining 2 are well seven 
and four years later. 

Occasional vomiting is a more common complica- 
tion than after gastro-jejunostomy for duodenal 
ulcer. This is due to the position of the opening 
depending on the position of the ulcer; the anas- 
tomosis may have to be much farther to the left 
than ideal. In two it was so persistent that further 
operation was carried out two and three years later. 

Three died of carcinoma of the stomach seven, 
five, and four years after operation. The following 
are brief notes :— 

In June, 1910, after a gastric history extending over 
30 years, | operated on a male of 53. I found a large 
chronic ulcer on the lesser curvature close to the pylorus, 
and did a posterior gastro-jejunostomy. I heard each 
year until 1917 that he was quite well. On writing in 
March I heard that he had just died of hwmatemesis 
with an epigastric tumour. 

In March, 1911, I operated on a male of 58. My notes 
say: ‘I found a chronic ulcer at the cardiac end of the 


lesser curvature involving the posterior surface and 
adherent to the pancreas. I should have liked to excis« 
it, as I was not certain of its innocence, but his con 
dition would not permit.’ I heard fyom him as ** quite 
well’’ in March, 1912, May, 1913, and July, 1914. In 
March, 1915, he came to see me, saying that he had been 
having abdominal pain for four months. I found an 
obvious malignant mass in the upper abdomen, and he 
died a few weeks later. 

{ operated upon a man of 57 in September, 1912, for a 
chronic uléer in the middle of the lesser curvature. | 
heard from him in June, 1914, as quite well, but then 
lost sight of him, but he came to see me in January. 
1917, saying he had been well until two or three months 
previously, when he began to get abdominal discomfort. 
I found a small epigastric tumour and a mass of hard 
glands in the left supra-clavicular region. He died tw« 
months later. 

Although post-mortem evidence is unfortunately 
lacking, I have no doubt that these are instances 
of carcinoma of stomach, but whether arising at 
the seat of the ulcer it is, of course, impossible to 
say. All the ulcers were of the type I now treat by 
partial gastrectomy. 

The following is of interest, for if the origina) 
operation had been for gastric instead of duodena! 
ulcer and perforation had not occurred the same 
difficulty would have arisen. 

In September, 1906, I operated on a man of 32 for 
profuse hemorrhage from a chronic duodenal ulcer. 
He remained perfectly well until January, 1910, when 
after a fortnight of vague epigastric pain he was 
suddenly seized with the typical symptoms of perfora 
tion. I operated on the diagnosis of perforated jejunal! 
ulcer. The anastomosis was perfect and the duodenal 
ulcer healed, but he had a small carcinoma of the 
anterior wall of the stomach which had perforated. 


Among 135 ulcers removed up to the end of 
December, 1919, on the diagnosis of simple, the 
ulcer to the naked eye showing none of the signs of 
malignancy, in 6 carcinoma starting in the edge 
of a simple ulcer was discovered on microscopic 
examination. On the other hand. 14 out of 57 
operated upon for carcinoma, partial gastrectomy 
being performed, there was definite microscopic 
evidence that the malignant disease started in the 
edge of a simple chronic ulcer. These facts have an 
important bearing on operation for chronic gastric 
ulcer, and should influence us in our choice of 
partial gastrectomy. 

Hour-glass stomach presents many features of 
clinical interest, but does not call for any departure 
from the rules laid down for the treatment of ulcer 
without this complication. 

Up to the end of January, 1920, I had operated 
upon 80 cases with 4 deaths. The procedures 
adopted were :— 

Partial gastrectomy 

Single gastro-jejunostomy 

Double gastro-jejunostomy ... 


49 cases, 3 deaths 
26 cases, 1 death. 
» cases. 

All those operated upon over two years are well 
with one exception, and in this patient the com- 
plaint is of occusional discomfort only. 

I do not think it can be doubted that the majority 
of the cases of chronic gastric ulcer will heal as 
the result of gastro-jejunostomy alone. Partial 
gastrectomy, however, has much in its favour. 
It is the only efficient treatment for all chronic 
perforated ulcers, and as it is impossible to decide 
if an indurated ulcer is malignant or if its scar 
‘will many years later take on malignant change it 
| should become the treatment for all except small 
| free ulcers. 

At the end of 1911 I began to carry out partial 
gastrectomy by what I believed to be the origina) 
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method, closing the cut end of the duodenum and 
uniting the jejunum directly to the divided cardiac 
end of the stomach. I introduced this to the Mayo 
Clinic early in 1914," who have since popularised it, 
and it has become known as the Polya-Mayo 
operation.” I have found it a most satisfactory 
procedure, and although the death-rate is at present 
higher than that of gastro-enterostomy I believe 
that it will be reduced to 5 per cent. 


SUMMARY OF GASTRIC ULCER CASES. 


To summarise the results. Of the 310 cases, 
220 have remained perfectly well for more than two 
years or died at a later date of other causes after 
having had no further gastric trouble. This is 
75 per cent. of those operated upon. Of those 
traced it is over 80 per cent., and the remarks I 
made with regard to duodenal ulcer apply here. 
These figures are not as good as those of chronic 
duodenal ulcer operated upon during the same 
period, but it must be remembered that they include 
cases treated by excision alone, which failed to 
relieve in 6 out of 8, and also posterior adherent 
ulcer, which I now treat by partial gastrectomy and 
which were either relieved only or needed a second 
operation to bring to a successful issue and are not 
included among the “ cures.” 


CONCLUSION. 


In conclusion, I should like to recapitulate the 
points I have tried to bring out. While gastro- 
jejunostomy combined with general abdominal 
exploration and dealing with other diseased organs 
is curative in the majority of cases of chronic 
duodenal ulcer, each must be studied, and those 
erodipg the pancreas or spreading to the stomach 
removed. Gastric ulcers which have perforated 
and are adherent to neighbouring organs, indurated 
ulcers on the lesser curvature, and all in which 
there is any suspicion of malignancy must be 
treated by partial gastrectomy. I believe that 
gastro-jejunostomy for chronic gastric ulcer will 
become the less frequent operation. Symptoms 
arising later if the correct operative procedure 
has been adopted are due to mechanical or 
ulcerative changes in the region of the anasto- 
mosis, both prevented by careful technique, in the 
majority of cases, and becoming less frequent as 
individual experience ripens. 

I wish to thank all those colleagues in the 
medical profession, too numerous to mention 
individually, who have readily assisted in my 
inquiries, and have so helped to trace the result 
in patients who would otherwise have been lost. 
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THE SIGNIFICANCE OF 

REACTION, 

WITH PARTICULAR REFERENCE TO 
PULMONARY TUBERCULOSIS. 


ARNETH’S 


By H. A. TREADGOLD, M.D. LOND., 
SQUADRON LEADER, ROYAL AIR FORCE MEDICAL SERVICE ; AND 
FORMERLY ASSISTANT SUPERINTENDENT TO THE BROMPTON 


CHEST HOSPITAL LABORATORIES. 
(From the Laboratories, Brompton Hospital.) 


ARNETH,’ in 1904, first drew attention to the fact 
that the number of the lobes of nuclei in neutro- 
phile leucocytes, although constant in health, was 
altered considerably in certain infectious diseases. 
He divided neutrophile leucocytes into five classes, 
according to the number of nuclei they contained, 
and further divided these five classes into three, 
four, or more sub-classes dependent on the shape 
of the nuclei. He attached most importance to 
changes occurring in Classes I. and II.—i.e.,in those 
leucocytes containing one or two subdivisions of 
the nucleus, and his index was the sum of these two 
found in counting 100 such cells. The usual 
change observed was a well-marked increase of 
Classes I. and II. in infectious disease, which 
he called a shift to the left. In pulmonary 
tuberculosis he claimed that: (1) the shift to the 
left was in proportion to the extent of the disease ; 
(2) as the patient improved, so the index moved more 
nearly to the normal; (3) unless the index was 
normal, no case could be regarded as really cured. 
Many papers have since been written on the 
subject, and almost all of these are collected by 
A. von Bonsdorff,’ who refers to 160 papers in his 
bibliography. In a lengthy treatise he agrees in 
the main with Arneth’s conclusions. In addition 
to the shift to the left, a shift to the right has 
been less frequently described. Schilling (Torgau)’ 
describes this as occurring in some _ infectious 
diseases, including “ pure tuberculosis”; a shift to 
the left being found in general sepsis and mixed 
tuberculous infections, and to the extreme left in 
the final stages of leukwmias and septicw#mias. 
No change in the index occurred in new growth, 
pernicious anwmia, and chlorosis. More recently 
Knapp‘ has found a shift to the right, occurring 
rather indefinitely in some cases to syphilis, 
dysentery, and avkylostomiasis. In leprosy 12 cases 
out of 15 examined showed a definite right 
shift and 3 a left shift. This shift to the right 
has been ignored by the great majority of writers 
on the subject, possibly on account of its infrequent 
occurrence. Various papers written from time to 
time on Arneth’s reaction in pulmonary tuber- 
culosis make no mention of the right shift, an 
omission possibly due to the small numbers of 
blood films examined in most cases. It is not 
proposed to include in the present paper a com- 
plete résumé of previous work on the subject, as 
this has already been done by Von Bonsdorf. 
Papers publisbed since his review include those by 
Rayevski’ and Kramer,® both of whom agree that 
a left shift denotes a grave prognosis in pulmonary 
tuberculosis, and Cooke,’ who claims the test as 
oue of great value in the same disease in prognosis, 
diagnosis, and as a guide to treatment. Chamber- 
lain and Vedder,* Breinl and Priestley,? and 
Macfie’® all describe a left shift among healthy 
whites in tropical climates, the latter regarding it 
a3 due to abortive inoculation with malariul para- 





22. Burgery, Gynecology, and Obstetrics, December, 1914, p. 683. 


sites by infected mosquitoes. 
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The present paper was commenced in 1913, and 
was approaching completion at the outbreak of the 
war. It has been found impracticable to proceed 
any farther with it owing to the lapse of time that 
has occurred, and it is not nearly as complete in 
consequence as was intended originally. 


Determination of Normal Count. 


Arneth himself expressed the reaction as the sum 
of Classes I. and II. in 100 cells; others have 
added half the number of Class III. to these 
figures. The most convenient way of expressing 
it is that of v. Bonsdorff, who adds all the lobes 
of the nuclei of the five classes together. Thus, 
Arneth’s original normal count, which was 

6(Giete 5.).... BG.) ... FB GEL) «.. AV.) oa BY. 


can be expressed as 40, 60°5, or 276—i.e., 

5x1) + (3 2) (41 x 3 (17 « 4) (2 x 5). 

v. Bonsdorff's normals are farther to the left than 
this, and further, he gives different normals for 
men and women, €.g. : 

Class. 3 II. Lil. IV. V. 
ae, eee, ee ee 1-0 260 
Women ...125 ...4S5... 3S... 33%... 075 240 

The extreme limits of the normal count he places 
between 220 and 290, and in pulmonary tuberculosis 
between 285 and 125. It is inevitable that different 
observers should disagree to a certain extent as to 
what constitutes a normal count, as nuclei joined 
together by a bridge count as one, and if only 
separated by a thread, as two. In the present 
inquiry, after counting over 50 blood films, it was 
found that the normals became constant within 
5 per cent., and that the same film could be placed 
in a separate series from time to time, and the 
result found to be always within this margin. such 
normals more closely coinciding with v. Bonsdorff 
than Arneth. A definite difference was found 
between men and women, though not as great as 
v. Bonsdorff describes. Control figures were as 
follows :— 


tS D} DO PO PS 
& SWAY 
Kno 


94 





240 
taken 
249 


256 


396 408 96 
at 14 days 
12 42 
ll 44 


periods 

38 

35 

Normal limits were arbitrarily fixed as 210 to 270 for 
women and 220 to 280 for men. 

Technique Employed. 

The technique employed was as follows:—Four 
cover-glass films were prepared from each case, 
Leishman’s stain being used. The best of these 
was then taken and a hundred neutrophile leuco- 
cytes counted. The films were numbered by an 


independent observer, who kept the key till counts 
were complete. 


Preliminary Observations in Various Pathogenic 
Conditions. 

A series of blood films were counted in various 
pathogenic conditions. Results were as shown in 
Table A. 

These results, agreeing as they do with those of 
previous workers, reveal a definite shift to the left. 


its amount appearing to depend upon the severity 
or extent of the infectious process. 


TABLE A. 


Arneth 
Disease 


1 Acute pyemia 

2 Urewmia with 
monia 

3 Severe and extensive septic burn 
involving left arm and neck 

4 Appendix abscess recently opened. 
Some peritonitis 
Acute streptococcal hip doing 
badly. Marked septic tempera 
ture 
Inoperable advanced 
gall-bladder 
Pericarditis with 
marked * back 
ptoms 
Chronic uremia 
Chronic bronchiectasis ; 
doing fairly well 
Chronic bronchitis 
selma ° 
Inoperable malignant pylorus 
Intrathoracic growth with com 
mencing pressure symptoms 
Chronic bronchitis and asthma 
Pernicious anzmia (chronic) 


2 


hypostatic pneu 


malignant 


effusion 
pressure "' 


and 
sym 


182 
patient 

197 
and emphy- 

20¢ 
205 
208 


227 
244 


28 
32 


Observations on 30 Cases of Pulmonary Tuberculosis. 


A series of 30 cases representative of various 
stages of pulmonary tuberculosis were then care 
fully selected; all had tubercle bacilli present in 
the sputum. All cases were examined on at least 
three occasions over a minimum period of two 
months. The average time each case remained 
under investigation was 3°8 months, and the average 


TABLE B.—Deaths, 9. 


Inter 
mediate 
count 


No, of 


case 


First 
count 


Final 


dount Remarks 


164 
153 
128 
163 
152 
153 
117 
207 


160 


159 162 Death 3 wks. later 
144 152 = 2 wks. 

133 139 
166 165 
170 146 
145 123 
109 105 
152 160 
151 140 


same day 

3 days 

2 wks 

155% 14777 143°7 

Unimproved, 10. 
148 
193 
136 
167 
192 
143 
204 
184 
158 
138 


157 
139 
164 
180 
182 
157 
194 
187 
156 
158 


Death 3 uiths. later, 
, Feb., 1919 
5 mths. later, 
July, 1916 
Alive, April, 1919 
Death, December. 1917 
Alive, February, 1918 


aw 


NNmNWReEe 
Rr OMODN 


Death, January, 1915 

- October, 1916 
1674 1653 

Improved, 10. 

204 

178 

150 

193 

15 239 

17 182 

23 0 215 

24 156 204 

25 f 181 207 

28 168 196 


5 181 
10 
13 


14 


Well in March, 1918 
Death, May, 1917 
April, 1919 


Death, June, 1916. 
xe December, 
se August, 1916 

Alive, January, 1917 

Death, August 1919 

very ill, January, 1920 


1915 


Alive 


Average 180°3 


196'8 


examinations made were 4°15 per case, a total of 


124 blood films being counted. Analysis of these 
cases showed that 29 had a more or less marked 
shift to the left, and one a definite and continuous 





shift to the right. There were 10 deaths, 10 cases 
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discharged unimproved after treatment, and 10 
cases definitely improved. Further analysing the 
29 cases with left shift by averaging the first. 
middle, and Jast count in these three classes, results 
were as given in Table B. (Details of nuclei in 
each class are omitted for reasons of space.) 

These figures show that Class I. has a marked 
and progressive left shift, and that Class II. is 
fairly constant and intermediate between Classes I. 
and III., the latter of which is distinctly higher 
than the other two and shows a progressive shift 
towards the normal. There are no normal counts 
in Classes I. and II., and only one case in Class III. 
The greatest and least left shifts in the last blood 
films taken before death were 105 and 162 respec- 
tively; in Class II. the extreme figures met with 
were 138 and 214, and in Class III. 129 and 224. 

Details of the only case showing a right shift and 
typical cases representative of Classes I., II., and III. 
are as follows :— 

CASE 27. 
aged 60. 


Showing right shift (Chart 1).—Female, 
Chronic fibroid lung :-of long standing, with 


extensive cavitation and heart drawn over: bronchitis 
and emphysema; slight resting febrile: very little 
sputum. (Table C.) 
TABLE C. 
I II. IU.) IV.) V Weight. 
| st. lb. 
Jan. 21st 51'S Ti Sin 313 79 
Feb. 4th 8 | 27'4|16| 3|=279| 7 & 
March 5th. Losing weight } 
steadily 8 2 4 19 3 284 6 ll 
March 30th Still losing ¢ 
weight and doing badly 5 | 23|4/|23)| 4 298 6 10! 
April 16th 6  24'44/21 5/)=290' 610 


April 30th, sent out to home for incurables. 
death. 


June Ist, 


CASE 6 (Class I. type. Chart Three lobes 
involved on admission, spreading to five before death. 
Resting febrile acute. Weight unobtainable. (Table D.) 


TABLE D. 


2). 


I II II! I\ \ 

Jan. 9th Acute enteritis 4 24 2 ) 128 
Jan. 21st Enteritis better, 

but losing ground 90 40 ) l 0 161 
Feb. 7th 70 27 5 0 ( 133 
Feb. 9th 61 35 4 0 0 143 
Feb. llth 76 22 2 0 0 126 
Feb. 18th 69 23 8 0 139 

March Ist, death. 

CASE 3. (Class Il. type. Chart 3).—12 months’ 

history. Involvement of five lobes. Ambulant, afebrile, 


fair appetite, and general condition good, large amount 


of sputum apparently largely bronchial in nature. 
(Table E.) 
TABLE E, 
I Il. 111. IV. V Weight. 
st. Ib 
Jan. 29th 57 3 9 0 0 152 8 134 
Jan. 21st Ww R 9 #O 0 152 8 12 
Jan. 29th. Under terpezone 
treatment. Has lost 2 Ib 
in last 14 days,and become 
resting febrile 59 32 9 O 0 150 8 10 
Feb. 18th. Has become rest 
ing afebrile. (Up 2 hours.) S' 23: 7 0 165 8 8 
March 17th Still losing 
weight ; in bed BS 8S'’w 0) @ 157 8 4 
April 17th. Still losing 
weight ; slowly up, 2hours 
Still good appetite, but 
pulse remains steadily ; 
above 1 56 35 8 l 0 154 8 3 
May 20th Still losing 
weight 45 +4 19 O 0 174 8 2 
June 12th To be dis 
charged unimproved. 
Slight ambulant febrile 58 4 6 0 0 148 











} CASE 24 (Class IIL. type, Chart 4).—Early involvement 
of both upper apices; three months’ history. Marked 
resting febrile slowly coming down on‘absolute vest. 
Bad appetite. (Table F.) 





TABLE F., 
I Il ft. ty \ W 
April 8th 73 «425 2 0 0 129 ll 
April Oth. Improved appe 
tite; better; up 2 hours 6 3 5 0 0 140 ( 
June 2nd. Already im- 
proved; ambulant 
afebrile. Up 6 hours. 51 42 7 0 Oo 156 s 
| July 2nd. Has gained 134 Ib. 
} since admission Up all 
day ; : 46 4 10 0 0 164 
|} August 2lst. Discharged to 
Frimley July 2lst. Now 
on 6 rounds; doing well 27 44 27 2 0 204 T 


Although a study of these figures bears out, to 
some extent, claims made by other observers that 
the more marked the left shift the worse - the 
prognosis, it also reveals the great danger of 
drawing any conclusions from single Arneth exa 


minations. Case 24 is a striking illustration of 
this. Again, two consecutive examinations showing 


a marked rise in the Arneth count are not neces- 
sarily indicative of the improvement in the lung 
condition of the patient (vide Case 6). The reason 
of the right shift in Case 27 was altogether obscure 
at this stage. 

In view of the fact that the average tuberculous 
sputum usually contains considerable numbers of 
well-preserved neutrophile leucocytes, films of 
tuberculous sputa were stained by Unna’s poly- 
chrome-blue method, and the results contrasted 
with blood films of the same patients taken the 
preceding day. The first tem cases examined 
proved remarkably constant, the maximum varia- 
tion in the count between the sputum and blood 
films being in no case more than 5 per cent. 
Further investigation showed, however, that the 
leucocytes of many perfectly fresh tuberculous 
sputa were disintegrated and impossible to count 
and the method was abandoned. 


TABLE G.—Old Cases of “ Clinical Arrest. 


~ “eo 
se HS Mi. | Tt. ¥ 
z° $$ 
te 

1 1910 «Quite well until one year 

ago, when cough and slight 

hamoptysis occurred. Has 

since lost 121b. in weight, 

but is on full work as 

packing-case maker 6S 2:18 2 ) 177 
2 191) * Perfectly well No recent 

loss of weight on full 

work 14 52 31 > 0 223 
3 1912 “ Feels quite well.’ On full 

work as night porter 18 4 3 a ) 22 
4 - “Perfectly well. On full 

work as policeman 14 52 Ww 4 0 22 
5 1913 * Perfectly fit." No loss of 

weight . ‘ 25 43 28 4 0 211 
6 ra “Perfectly fit."" No loss of 

weight. Tram-driver 12 43 3¥# 6 0 239 
7 o Has lost 6 lb. in last 6 

months, but feels well 45 3% 18 1 0 17 
8 je * Perfectly fit." Atfullwork. 15 52 28 5 0 22 
9 1914 Discharged from Frimley 

under two months. Is 

running evening temp. to 

100°, had slight h#emo- 

ptysis week previous to 

examination 0” 55 13 2 0 187 
10 * Perfectly fit.’ No loss of 

weight; at full work 12 37 40 10 l 251 


Regarding Cases 1, 7, and 9 as probable relapses and 


the remainder ‘clinically arrested,’ the average 
Arneths of the two classes are 179°6 and 228 





respectively. 





1920 


1ent 
‘ked 


est. 
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Observations on Old Cases of © Clinical Arrest.” 


An attempt was next made to study Arneth 
counts in cases previously discharged from Frimley 
Sanatorium as “ clinically arrested.’ Considerable 
difficulty was experienced in following these up 
and only ten could be obtained. Particulars are as 
given in Table G. 


Conclusions. 


(I.) That a shift to the left is usually present in 
cases of active pulmonary tuberculosis. the degree 
of shift being most marked, and generally pro- 
gressive, in dying cases. It is less marked and is 
apt to remain fairly constant in cases which do not 
improve under treatment, while cases definitely 
improving usually show the least degree of shift, and 
this becomes progressively less as improvement 
continues. 

(II.) While this is true as a general rule, there 
are exceptions which do not conform, notably 
Case 27 (right shift) and Cases 24, 4, 12, 13, 29. 

(III.) It is inadvisable and dangerous to draw any 
conclusions from single Arneth examinations. At 
least three extending over a period of some weeks 
should be made. Evidence obtained in this way 
may often prove of help as a key to the progress of 
the patient. 

({V.) A constant and marked left shift in early 
suspected cases of pulmonary tuberculosis, where 
other sources of infection can be excluded, is 
presumptive evidence of active mischief. 

(V.) A left shift under 200 in old cases of “clinical 
arrest” is suggestive of recurrence and calls for 
minute and careful re-examination. 


Animal Experiments. 


A series of experiments were next undertaken 
on rabbits and guinea-pigs, infected with living 
tubercle bacilli, and blood films made at regular 
intervals in order to follow out the disease from 
beginning to finish. 

(A) Experiments on Guinea-pigs. 

Controls showed that healthy guinea-pigs had a 
constant Arneth count in the region of 267. Limits 
of normal were fixed between 240-290. Figures 
were as follows :— 


Controls Il 
Guinea-pig. ; 


If. 47 
IIT. 32 
IV. 28 

j 32 


Average 2° 288 





EXPERIMENT I.—Guinea-pig No. |. 


Weight in 
crammes. 


Ii. | Tt.! IV.) V. 
May 26th. 5¢.cm. emulsion 
of T.B. sputum injected 
intraperitoneally 
May 29th 
June 2nd 
June 5th. Marked leucocy- 
tosis 
June 9th 
June 12th. 12 a.m. 4 m.g. 
old tuberculin injected 
subcutaneously right 
thigh . 39 48 «O13 
6P.M. % | 51 | 13 


8 P.M., Death. 
Marked anaphylactic shock immediately after injec- 
tion, but temporary recovery after two minutes : almost 








moribund 6 P.M. (O.T. was injected in order to 
determine its effect, if any, on the Arneth count, but 
death supervened too soon for further blood examina 
tions to be made.) 

Post-mortem.— Miliary tuberculosis of liver and spleen 
which were both much enlarged, especially the latter. 
Lungs congested but all other organs apparently normal. 
Lungs on section showed extreme engorgement and 
marked enlargement of cells of bronchial mucous 
membrane, many of which were desquamated so as 
almost to block all the bronchial lumina. 


EXPERIMENT I1.—Guwinea-pig N 


May 20th 

May 26th Intraperitoneal 
injection of 1 ¢.cm. of the 
same sputum used in 
Experiment I 

May 29th 

June 2nd 

June 5th Marked lenco 
cytosis 

June 9th 

June 12th 

June 16th Poikilocytosis 
very marked 

June 19th 

June 23rd 

June 26th 

June Oth 


Death the same day. 


EXPERIMENT III.—Guinea-pig No. 3. 
May 26th: Injected emulsion of T.B. sputum sub 
cutaneously under skin of right thigh. 


Weight in 


Sraiilics 


May 26th by 5 ll y 520 
May 29th 5 12 4 , 500 
June 2nd 3 26 4 15 26 5X 
June 5th 23 2 7 25 520 
June 9th 23 207 4 
June 12th 28 8 5 0 19 5 
June 16th 5 > 23 10 
June 19th 2 4 23 ( 207 47 
June 23rd l 4 3 4 21 7 
June 26th l 35 2 ¢ 246 470 
June Oth l 7 5 ) 5 735 +7( 
July 3rd ] 32 j ] 2 +96 
July 7th 2 3 ] j 27 48( 
July 10th K 3 . 2 00 
July 14th 3 5 25 480 
July 17th 223 45\ 
July lst 3 ] y 5 480 
July 28th 35 36 7 2 5 460 
August 4th 3 27 44( 
August llth : 0 > 7 430 
August 14th by 5 7 : 40° 


Death August 16th. Post mortem: General miliary 
tuberculosis of lungs, liver, and spleen. 


Control. 


Weight i: 
srammes 

May 26th y 5 1 3 : 720 
June 2nd é 33 § 255 700 
June 9th : 35 4 , 25 71 
June 16th ¥ 3 2 l 252 690 
June 23rd 5 j 4 253 67 
June Oth 7 
July 14th 
August 19th 


Killed the same day. Post mortem, all organs normal. 


Chart 5 shows the progress of the Arneth counts in 
each case. 

In Experiment I. there is a sharp fluctuating right 
shift up to the 10th day, followed by a very marked 
left shift, continuing till death on the 17th day. 

In Experiment II. the right shift is hardly noticeable. 
and the left shift commences on the 7th day and stops 
on the 17th day. It remains constant till the 33rd day, 
when there is a definite rise before death. 
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In Experiment III. there is no preliminary right shift 
and the left shift is not so marked. This becomes less 
on the 21st day, and gradually gets within normal 
limits on the 34th day. It falls below normal between 
the 48th and 55th days, and again on the 70th day, and 
then sinks progressively till death on the 80th day. 


(B) Experiments on Rabbits. 


Normals were found to be lower than in guinea- 
pigs, and throughout the following experiments 
considerable difficulty was found in counting the 
leucocytes in view of the normally low percentage 
of neutrophile leucocytes in rabbits’ blood (20 to 25 
per cent.) which diminished in the later stages of 
the disease. 


Controls. 


I II Ill I\ \ 
Rabbit No.1 


Jan. 16th 15 38 38 8 1 242 
Jan. 29th 16 37 40 6 1 239 
Rabbit No. 2 
Jan. 16th 16 40 35 8 l 239 
Jan. 29th 15 37 40 7 l 242 
Rabbit No.3 17 40 33 8 1 233 
Rabbit No.4 19 34 4 ll l 238 
Average 162 382 354 92 l 239 


Normal limits were fixed at 220-260. 
EXPERIMENT IV.—Rabbit No. /. 


Weightin 


_ x. | O%. | EEE.) FV.; V sramimes 

Jan. 16th 16 40 35 8 | 238 
Jan. 29th 14 3 37 S| 3 244 1900 
March 9th. Intravenous 

injection of 5 c.cm. emul 

sion of bovine T.B 15 37 40 Ae 242 1960 
March 16th. Leucocytes 

diminishing 6 3 8: 3 3 266 1800 


March 23rd. Leucocytes as 
before, very marked poiki 


locytosis Normo- and 

megaloblasts present 

Polychromatophilia and 

“granular basophilia very 

marked 60 35 5 0 145 1240 
March Sth As before, but 

even more so 65 40 4 oO 0 138 1740 

Death April Ist. Post mortem: General miliary 


tuberculosis of lungs, liver, spleen, and kidneys. 


EXPERIMENT V.—Rabbit No. ?. 





Weightin 
xramimnes 
March 9th Intravenous in 


r.B. emul 


ection boy 





sion as in Experiment I 17 40 33 8 l 233 3310 
March 15th. Leucopenia 24 «648~=«COo22d1 7 0 211 2975 
March 23rd. VPockilocytosis 

very marked, a few normo 

blasts, very marked leuc« 

penia Only 50 counted 5 38 6 0 0 150 110 
Mareh 30th As before, but 

Olychromatophilia «a1 

sranular basophilia 4 2 10 ) 0 17 2970 
April 6tl Blood picture not 

so) ed at a no norimeo ° 

by] 2 4 (14 ) 182 3040 
April 13tl Not nted 3010 
April 20t1 Blood icture 

nearl ra 1 848 «20 l 0 191 5030 
April 25th 25 5 20 2 0 199 2900 
\pril 29 2980 
May 410} 12 48 € 0 4 2900 
May llth 21 38 «632 8 ] 50) R10 
May 18t] 28 47 22 0 200 26350 
May 22nd 25 9 17 8 0 209 25350 
May 26t} 1 8 2 ) 214 2480 
May 29t 0 2400 
June { l 44 ] 7 23 2320 

« a6 4 ) 22 2270 

J yt) I eatly 
. " 19 3 aceiin 234 2180 
June 12th 18 47 2 10 2 231 2120 





June 12th, killed owing to bad condition. 











Post-mortem.—Lungs : Scattered small nodules in 
both, not very numerous. Microscopically, giant-cell 
systems and round-celled infiltration, with one or two 
early caseous areas of small extent. Bronchial glands 
not enlarged. Liver: Apparently normal. Micro- 
scopically normal, and no tubercle bacilli seen on 
section. Kidneys: Many tubercles present. Section 
showed tubercle bacilli present and round-celled infil- 
tration scattered through cortex and medulla. Supra- 
renals: Enlarged and apparently caseous. Section 
showed both nearly a mass of tubercles and a consider- 
able portion of glands caseated. Spleen: Normal. On 
section normal and no tubercle bacilli seen. Bladder, 
testes, intestines, and mesentery, normal. 


EXPERIMENT VI.—Rabbit No. 3. 


June 5th: Intraperitoneal injection of 4 mg. of 
human tubercle bacilli emulsion. 





I II fen. | 3% \ Weight. 
June 5th 19 35 a ll 1 240 2380 
June 12th 16 40 35 9 0 237 2520 
June 19th 18 32 38 10 2 246 2410 
June 26th 24 48 24 4 0 208 2400 
July 3rd 24 4 a 8 0 226 2420 
July 10th 20 40 - 5 5 0 225 2450 
July 17th 16 30 42 10 2 252 2420 
July 3lst 13 32 42 10 3 258 2410 
August 7th 14 33 42 10 1 251 2420 








August 7th: killed. 





Post-mortem.—Showed a few scattered tubercles in 
the liver. Spleen normal. Scattered tubercles in 
omentum, one in right kidney and a few in lungs. 
Glands not enlarged. Chart 6 shows the change in 
the Arneth count graphically. 

In Experiment IV. the initial right shift and sub- 
sequent fall are very similar to that of guinea-pig in 
Experiment I. 

In Experiment V. the result is again similar to that 
of guinea-pig in Experiment III., and it is possible that 
the left shift before death in the case of the guinea-pig 
in Experiment III. would have been repeated here, if 
the rabbit had not been killed owing to its bad 
condition. 

In Experiment VI. the Arneth curve generally follows 
the preceding ones on a lesser scale, but only just leaves 
normal limits about the 20th day. 

Considering the six experiments as a whole, (1) The 
more severe the injection, the greater tendency is there 
toaright shift after injection. (2) This is followed in 
all cases by a left shift, its degree depending again on 
the severity of the injection. (3) Those animals who 
survive at this stage have a right shift which continues 
until the normal is reached. It then fluctuates but 
tends to fall before death. 

Remarks on Results. 

The danger of drawing any definite conclusions 
from these few cases is fully realised, but promin- 
ence has been given them owing to my attention 
being drawn, towards the completion of these 
experiments, to complement-fixation tests carried 
out about the same time by Besredka and Jupille,” 
and Besredka and Manonkhine,’’ on _ rabbits 
and guinea-pigs, using Besredka’s antigen. In 
rabbits, injection with bovine tubercle bacilli 
always produced a negative reaction throughout 
the disease. Intraperitoneal injection of human 
tubercle bacilli produced a negative reaction on 
the 16th day which became positive between the 
17th and 60th days, strongly positive towards the 
70th and negative between the 70th and 100th days 
and thereafter positive on to the 135th day. In sub- 
cutaneous injections the positive phase was shorter, 
lasting to the 62nd day. After this it was negative 
or indeterminate to the 100th day, and then positive 
up to the 135th. The close correspondence of the 
two series is shown in Chart 6. The particularly 
interesting feature is that while Besredka obtained 
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no result in rabbits injected with bovine tubercle 
bacilli. the corresponding Arneth counts in Experi- 
ments 4 and 5 (injected with bovine T.B.) showed 
deviations closely comparable to his results with 
human tubercle bacilli The Arneth counts 
would consequently appear to be distinctly more 
sensitive than the complement-fixation results 
as performed by the strain of bacilli in the 
antigen used by Besredka. Turning now to 
Besredka’s experiments with infected guinea-pigs, 
he obtained a positive result as early as the 4th 
day after injection, which became indefinite and 
variable from the 17th to 29th and 50th to 80th days, 
and positive between 29th and 50th and 80th and 
90th days. The close connexion between these figures 
and the Arneth counts on Chart 5 is obvious. The 
value of Besredka’s antigen as a diagnostic agent in 
human pulmonary tuberculosis has been sufficiently 
proved both by Besredka “ and Inman.’ 


Comparison between Animal Experiments and 
Human Cases. 


At first sight it appears difficult to correlate 
these results on guinea-pigs and rabbits with 
those obtained in the 30 cases of pulmonary 
tuberculosis previously described. It must, how- 
ever, be remembered that the latter represented 
cases in which the infection was localised to 
the lungs, and the duration of the disease was far 
longer. In addition the Arneth counts were only 
samples taken over a relatively short period of the 
whole disease. The definite evidence of a right 
shift occurring in the animal experiments at the 
earliest stages of the most acute injections, and 
its tendency to occur later in the disease, help to 
explain the right shift obtained in Case 27. Here, in 
view of the age of the patient and the long duration 


of the disease, the right shift would presumably 
coincide with the secondary right shift, which tends 
to occur in the laterstages of the animal experiments. 


Some explanation can also be found for the 
various cases which did not appear to conform to 
the general average. 

In Case 29 the high count might be explained by 
supposing the existence of a previous right shift, 
and would then be comparable to the left shift 
occurring before death in the case of the guinea- 
pig in Experiment III. The marked drop and sub- 
sequent rise in Case 4 find a close parallel in the 
Arneths of the animal experiments between the 
10th and 40th days. Cases 12, 13, and 24 can be 
similarly explained. In the absence of further 
evidence, however, it is impossible to arrive at any 
definite conclusions. 

An endeavour was made in July, 1914, to obtain 
Arneth counts from a case of tuberculous meningitis 
throughout its course in order to see if this would 
reveal any similarity to the animal experiments, 
but without success, and the outbreak of the war 
put an end to all further work. A case of acute 
(non-tuberculous) meningitis was examined daiiy 
for the last four days of life, and the results are 
closely comparable with the final fall occurring in 
Experiment III. 


Il. 


> Ris 42 
5th 40 
ae 2 42 
oo : 37 


189 
183 
176 
170 


It is noteworthy that there is an absence of the 
marked left shift, described by other observers as 
occurring in acute infections. 





Concluding Observations. 


In view of the many omissions and incomplete- 
ness of this investigation, the idea of publication 
was at first abandoned when it was found impossible 
personally to continue the work at the conclusion 
of the war, but, in view of the interesting results 
obtained, it was finally decided to publish the 
results as they stood, in the hope that their publi- 
cation may stimulate further investigation of the 
Arneth count along similar lines. This is certainly 
required before it can be determined whether the 
Arneth count is to be definitely established as a 
laboratory method for the diagnosis and possible 
prognosis in cases of pulmonary tuberculosis. 

The views of Arneth and most later observers on 
the reason of the shift of the Arneth count in infec- 
tious disease have been summarised by Chamberlain 
as follows: “ An increase of leucocytes of Classes I. 
and If. goes hand-in-hand with low resistance or 
with a high degree of toxic and bacterial absorp- 
tion, which is bringing about the destruction of the 
more actively phagocytic leucocytes belonging to 
Classes III. and IV.” 

Macfie, and Breinl and Priestley. prefer to regard 
the Arneth picture as an expression of the func- 
tional activity of the leucopoietic system, especially 
the bone-marrow, rather than one of phagocytic 
activity. The tentative suggestion is made that the 
variations in the Arneth count in infection are an 
index to the ratio between the degree of body 
resistance as shown by increased production of 
leucocytes, and the severity and extent of the 
effects produced by the infecting organism, as 
evidenced by their destruction. 

Normally production and death of leucocytes is 
constant and a uniform process of the body’s 
mechanism and the Arneth count remains constant. 
If, however, an infective agent can destroy more 
leucocytes than the body is producing, a left shift 
would be the result. Conversely, a greater pro- 
duction of leucocytes than can be destroyed at the 
infecting focus or foci would produce a right shift 
and the Arneth connt would tend to return to normal, 
and if this still continued, a right shift would result. 

A parallel series of examinations of the Arneth 
count and the antitryptic power of the blood 
should prove interesting in this connexion. 

In conclusion, the invaluable suggestions and 
help of Dr. A. C. Inman throughout the whole 
course of the investigation are gratefully acknow- 
ledged. Without his encouragement and advice 
this paper would never have been published. My 
thanks are also due to the visiting staff at Brompton 
Hospital, to the lady almoner, whose assistance in 
following up old cases was of the greatest value, 
and to the superintendent of Frimley Sanatorium 
(the late Dr. Meek) where several of the cases were 
examined in their later stages. 
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THE PROBLEM OF 
THE « POSITIVE THROAT” IN DIPHTHERIA 
CONVALESCENTS. 
\ CLINICAL STUDY OF 50 CONSECUTIVE VACCINE- 
TREATED CASES. 


By JAMES LAW BROWNLIE, M.D.GLASG., 
D.P.H. CAMB., 


ASSISTANT BACTERIOLOGIST, CORPORATION OF GLASGOW. 


PROBABLY there is no more difficult and unsatis- 
factory problem to be dealt with in fever practice 
than that of the diphtheria carrier. Ker,’ Osler,’ 
MeVail,® Osler and Macrae,‘ Bosanquet and Eyre,” 
and others bear out the truth of this contention. 
The very multiplicity of so-called cures is an 
admission of their comparative worthlessness. At 
various times the following amongst many others 
have been pressed into service as curative agents: 
carbolised glycerine of varying concentrations, 
formaldehyde, chloramine-T, flavine, urea, papa- 
yotin, lozenges, insufflations of powdered serum, 
toxin-antitoxin, vaccine-antitoxin, endotoxin; media 
containing bacilli killed in one case by exposure to 
chloroform, in another pulverised at the tempera- 
ture of liquid air, and in a third extracted by 
ethylene-diamine and submitted to further tedious 
processes. It must be conceded that it would be 
difficult to ‘urnish a better example of scientific 
ingenuity vnan the foregoing. 

So much disappointment followed extended trials 
of many such vaunted remedies that the writer 
early in 1916 began the quest for some more specific 
and dependable application. Problems of symbiosis 
and saprophytism had been fascinating studies, and 
it appeared reasonable to assume that investigation 
along such lines might lead to definite findings. 
Much time was spent and many attempts made to 
discover if there might not be some constant 
bacterial association in the throats of carriers. Had 
the hope materialised the intention was to employ 
either a specifically made vaccine or one of the 
marketed antistaphylococcal or antistreptococcal 
vaccines against the supposed abetting organism. 
By the removal of this latter it was confidently 
anticipated that the persistent B. diphtheri@ would 
simultaneously disappear. The premise that a 
pyogenic organism would be inculpated appeared 
justifiable from the clinical observation that 
those cases were invariably most toxic whose 
local membranous lesion had marked and demon- 
strable pyogenic associates. Realising the apparent 
impossibility of success in the quest for associates, 
the idea of using a vaccine of the offending 
organism itself appealed to the writer, and was 
forthwith put in practice, quite independently ot 
the knowledge of its previous tentative employ- 
ment. Forty-three consecutive cases had been 
successfully treated when interest was sufficiently 
aroused in the matter to consult the literature on 
the subject. Nowhere did claim appear to be made 
either for such uniformity of results or for such 


a large consecutive number as the series about to 
be reviewed. 


Effects Produced by Vaccine on Diphtheria Bacilli. 


The vaccine used was made in the usual way, 
and was not autogenous. After a considerable 
number of patients had been dealt with it was 
realised that the diphtheria bacilli in each case did 
not behave uniformly in the presence of vaccine. 





The morphological changes observed in each 
instance conformed to one or other of three types :— 


(1) In a number of cases a culture, characteristically 
positive 24 hours before vaccination, became completely 
negative 24 hours after vaccination. This, of course, 
was an ideal transformation, and apparently depended 
upon immediate lethal influence of the vaccine con- 
stituents on the particular bacillary invasion concerned. 
Of the 50 cases treated, 13 conformed to this first type. 

(2) In many of the cases the transition from positive 
to negative was accomplished in stages. Bipolarity 
became barely manifest, inasmuch as the rods con- 
tained, for the most part, varying numbers of darkly 
staining beads or granules. One was induced to describe 
such a field as consisting of ‘‘ beaded degenerates ’’ or 
‘** granular bacilli,’’ whilst the term ‘* bacillary debris" 
might aptly be applied to the appearances presented 
after further dissolution had occurred. Negativity was 
thereafter obtained. Twenty-four of the cases pro- 
gressed from positive to negative by stages, as above 
described. 

(3) In the remainder metamorphosis took place in a 
different manner. The transition was effected through 
various phases or modifications of diphtheroid change. 
After 24 hours’ association with vaccine the organisms 
were rod-shaped or diplo-bacillary in form, and varied 
much in size and shape. Subsequent swabs showed no 
trace of B. diphtheria. 


The vaccine was clearly capable of instituting 
well-defined involution formation, with subsequent 
dissolution in the bodies of diphtheria bacilli with 
which it was brought into contact. Many of the 
involution forms were comparable with those 
known to be producible by alteration in optimum 
growing conditions. 


Vaccine Administration in 50 Consecutive Cases. 


The series occurred in the ordinary course of 
practice in an isolation hospital. There was no 
selection. No accessory treatments were at any 
time employed. It was concluded that the per- 
sistence of the B. diphtherie was due to one or 
other or any combination of the following four 
circumstances: (1) Innate lack of resistance of 
the hosts—mainly contributed to by the presence 
of a concurrent’ resistance-lowering condition, 
such as pneumonia. (2) Spread by continuity of 
tissue—causing infection of any of the accessory 
nasal or pharyngeal passages. (3) Severity of the 
original local involvement. (4) Individual tolerance 
or natural predisposition—carriers or those with 
bad fever histories. 

Taking the somewhat arbitrary designations of 
mild, moderate, and severe, it was found that 16 
fell into the first classification, 2 into the second, 
and 32 into the third. Put briefly, of the mild cases 
8 had complicating diseases, 5 were carriers, and in 
3 only was there no evident predetermining factor, 
although even they may have had an undis- 
coverable invasion of the antrum of Highmore 
or Eastachian tube. In other words, fully 81 per 
cent. satisfied one or other of the original premises. 
Of the 2 moderate cases, it may be summarised that 
persistence in one was conduced to by individual 
tolerance and the other by natural predisposition. 
Of the 32 severe cases, 12 had some degree of 
broncho-pneumonic disease, 3 had accessory 
passage infection, whilst 4 had a double infection 
of lungs and mid-ear in addition to their original 
severe invasions. By reason, therefore, of the 
coexistence of the favouring factor or factors the 
ground had been well prepared for diphtheritic 
bacillary persistence. 

Since various factors may be contributory to the 
production and maintenance of a morbid state, 
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careful note was taken and record kept of many | 
circumstances which were thought likely to have 
setiological bearing upon carrying. Attention was 
accordingly directed to questions of sex and age, 
the pre-existence of albuminuria, the brand of 
serum given, the infectious fever history of the 
patient, and the day of disease on which serum 
was administered. 

The series of carriers was made up of 22 males 
and 28 females. Taken in conjunction with the 
age-incidence, such a proportion was not at 
variance with that obtaining in diphtheria itself. 
No proof, then, was forthcoming that sex, per se, 
exerted any particular predetermining influence. 

With regard to age, it was not found that 
persistence of the B. diphtherie in convalescence 
was liable to affect disproportionately those at one 
time of life more than at another. 


TABLE A.—Showing Age-incidence. 


Na. 

30 

13 
3 


Age. 
ESSERE 
36- ae ee 


No. 


Table A shows that 60 per cent. of the patients 
were under 6, and that 86 were under 12. It was 
therefore concluded that the question of age did 
not arise. Except in so far as albuminuria was 
admittedly indicative of a severe initial lesion, pre- 
existing toxic nephritis had little, if any, influence 
in determining late faucial bacillary persistence. 
25 had been treated with B. & W.’s serum, 25 with 
P.D.’s. For all practical purposes, therefore, serum 
variation did not govern in any measure the future 
conduct of the B. diphtherie@ in each instance. 

The most noteworthy point for consideration was 
that of previous infectious disease, more especially 
as it related to involvement of the respiratory 
tract and lungs. In many of the cases the diph- 
theritic attack had followed closely a previous 
measles or pertussis. In fact, the former infection 
was frequently a convalescent sequel of the latter. 
The very lack of resistance which predisposed to 
the diphtheritic infection presumably militated 
against the early dispersal of the invading bacilli. 
It appeared that mucous membrane damaged by the 
inflammations accompanying such fevers as measles 
and pertussis, especially when further violated by 
diphtheritie toxin absorption, formed a very suit- 
able locale for the perpetuation of the B. diphtheria. 
74 per cent. had been, in the more or less imme- 
diate past, the subjects of just such damaging 
influences as produced indifference to the presence 
of an organism which readily assumed saprophytic 
propensities. 

It was anticipated that the longer the initial delay 
in administering serum the greater would be the 
liability to subsequent positivity. Patients saturated 
with toxin absorbed for three or more days would 
not be expected to have many antibodies (antitoxic 
or antibacterial) in their blood streams. Although 
the antitoxic properties of the latter were artificially 
enriched by the addition of antitoxin, no attempt 
was made to provide antibacterial substances. 


TABLE B.—Showing the Day on which Serum was 
First Injected. 

Day of illness. Patients. 
First... ce ae 
ee 
ara, 
SR ssp. ces? eally que 
Fifth ‘a 144 sO 


Day of illness. 
ixth ... 
Eighth 
Twelfth 
Fourteenth... 
Twenty-first .. 


Patients. 
vo. 


Thirty-four did not receive serum until the sup- 





posed third day or later (Table B). In fact, 25 did not 


reach hospital until the fifth or later day of illness. 
It was concluded, therefore, that length of untreated 
illness bore a direct relationship to probability of 
becoming a carrier. 

Until a considerable number of cases had been 
dealt with, the possibility of simple coincidence 
bulked largely in any interpretation put upon 
the cures. Consequently, it was necessary 
to find some evidence which would negative 
such a conclusion. In the first instance, the 
vaccine was reserved for such patients as had been 
in residence for unduly prolonged periods. This 
was done deliberately, as most positive throats 
clear up sooner or later without interference. The 
successful application of the vaccine during the 
earlier periods of convalescence might have been 
inconclusive, since it was open to argument that 
the organisms were disappearing in any case, and 
that it was fallacious to credit the vaccine with 
their removal. In order to demonstrate that such 
a view was untenable, opportunity was taken to 
commence treatment at very varying periods of 
residence. Table C makes this clear. 


TABLE C. 

Week of 
residence. 
Tenth 
Eleventh 
Twelfth... ... 
Thirteenth ... 
Fifteenth 
Sixteenth 
Twentieth 


It could not readily be assumed that in 50 con- 
secutive cases, treated over periods ranging from 
the third to the twentieth weeks, mere coincidence 
offered sufficient explanation. 

Table D indicates the dosage given in the series 
of cases. 


Week of 

residence. 
ME es san. doh cee | Oe 
Fourth ... ee ie 
Fifth 3 
Sixth 5 
Seventh 2 
ei «jw 
Dad a inia 6 


Cases. 


TABLE D. 


No. of organisms. 
50,000,000 ... ...  .. 
CU | 
200,000,000 ... ... .. 2 


In the majority a limited number of injections 
was effective. 


TABLE E., 

No. | Doses of vaccine. 

One 24 | ~~ # Five a ae 
es a ee ae 
ae a aera 
Four ... . = 3 


Doses of vaccine. 


Table E shows that by vaccinating every fourth 
day 44 of the cases, having received at most three 
doses, could have been dismissed with two con- 
secutive “negatives” on the eleventh day. The 
time consumed in attaining our object varied 
within considerable limits—namely, 1 to 44 days. 


TABLE F, 
Days. 
Seven ... 
Eight 
Nine 
Eleven ... 
Thirteen 
Fourteen 


Days. 
One 
Two ... 
Three ... 
Four ... 
Five 
Six 
Table F reveals these facts. Thirty-seven 
cleared up within a week, 7 within a fortnight, 
whilst only 6 took longer. It may fairly be accepted 
that, so far as the time factor was concerned, 
vaccine treatment of “ positive” throats was un- 
assailable by comparison with any of the other 


means advocated. On account of the exigencies of 
N 2 


Cases. 


19 
3 


Cases. Days. Cases. 
Fifteen ... 1 
Twenty-four 1 
Twenty-five 1 
Thirty 2 
Forty-four.. 1 
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the situation, nearly three-fourths of the patients 
were dismissed within a week of the completion of 
treatment, as it was impracticable to retain large 
numbers for observation purposes. Fully one- 
fourth, however, remained for from 8 to 27 days 
without manifesting renewed “positivity’’ or 
sustaining reinfection, and this in spite of the 
fact that there was no segregation nor attempt at 
protection, as all remained in a receiving ward, 
liable at any time to the incursion of acute and 
virulent cases. If there had been any liability to 
reinfection every facility was offered. Such a 
test, of course, was unusually and unnecessarily 
severe, as no person outside of a hospital ward was 
ever likely to be the contact of such concentrated 
infection as were these patients. That they 
resisted faucial reinvasion may with confidence 
be credited to the provision of artificial specific 
antibodies. 

No untoward effects were noted on the vaccinated 
patients. Pulse-rates were moderately increased 
for a few hours, the respiratory rate was mostly 
unaffected, pyrexia and local pain or stiffness were 
quite exceptional. 

Administrative and economic points of view were 
fully satisfied, for, with the advent of war, retrench- 
ment became a password, and any measure likely 
to check the rapidly mounting maintenance costs 
was welcomed. Vaccine treatment of the positive 
throat in diphtheria, when judged by a money- 
saving standard, was of considerable value. By a 
comparative estimate of averages, it was computed 
that the term of residence of a carrier was longer 
by four weeks than that of the non-carrier. The 
former cost the chargeable authority in food alone 
35s. more than the latter, and if the term of 
residence of the annual total diphtheria admissions 
had been reduced to the reasonable average of five 
weeks fully £1600 might have been saved. However, 
such figures of cost need not be multiplied, as 
sufficient light has been thrown upon this aspect 
of the subject to justify the economic soundness 
of vaccine therapy in the positive throat of the 
diphtheria convalescent. 


Conclusions. 

1. Local antiseptic throat applications are un- 
reliable cures for the carrier and the positive throat. 

2. Diphtheria vaccine produces well-defined 
degeneracy in morphological appearance of the 
cultured organism, followed by its complete dis- 
persal from the locality invaded. 

3. In the past the diphtheria carrier has been 
subjected to hospital residence for weeks, perhaps 
months, which were avoidable. 

4. Diphtheria vaccine is effective in the treat- 
ment of the positive throat of diphtheria con- 
valescents, and its use is administratively and 
economically sound. 
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UNIVERSITY OF OXFORD.—Dr. Charles P. Symonds 
has been elected to a Radcliffe Travelling Fellowship for 
three years. 


IT was announced at the annual meeting of the 
Academy of Medicine of Paris that the Prix Berraute for 
researches on cancer was awarded to Dr. Alexander Paine, 
director of the Cancer Hospital Research Institute, and Dr. 
Albert Peyton, director of the Military Laboratory for 
Cancer, at |’Hétel Dieu, Paris, for their joint investigations 
on the subject. 





LIFE ASSURANCE AND GLYCOSURIA. 
By R. T. WILLIAMSON, M.D., F.R.C.P. Lonp., 


CONSULTING PHYSICIAN TO THE ROYAL INFIRMARY, MANCHESTER 


QUESTIONS often arise with respect to life assur- 
ance and glycosuria which are of importance both 
to the assurance company and to the proposer. 
Several of these will be considered in this note. 


Family History of Diabetes. 
In the medical report required by a few companies 
a question is specially asked, if any member of the 


‘proposer’s family has suffered from several diseases 


regarded as hereditary; amongst these diabetes is 
included. But in the majority of the medical 
report forms with which I am acquainted, no ques 
tion is specially asked respecting diabetes in the 
family. This information, as regards near rela. 
tives, will, however, be furnished by the usual 
family history required by almost all companies. 
The question arises to what extent a family 
history of diabetes (whatever this may actually 
mean) should lead to an increased charge for 
life assurance. The statistics of insurance com- 
panies might throw some light on this point; but 
more satisfactory evidence is furnished by statistics 
indicating the percentage of cases of diabetes in 
which a family history of the disease is obtained. 

I have not taken careful notes of the family 
history in most of the cases of diabetes I have seen, 
but I have notes on three series of consecutive 
cases which are sufficient to be of service in this 
respect. In 1898 I published the statistics in 100 
consecutive hospital cases. More recently I took 
careful notes on this point in a series of 300 con- 
secutive private cases, and quite recently in 
another series of 100 consecutive private cases. 
Family history of 
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Therefore we may conclude that the percentage 
of cases of diabetes in which a family history of the 
disease is obtained may be fairly stated as 22. 
(Control statistics show that in 50 consecutive cases 
of other diseases (non-diabetic) no family history of 
diabetes was obtained.) Usually when a family 
history was obtained, the diabetic patient could 
only recall one member of the family who had also 
suffered from the disease. But occasionally 2, 3, 4, 
or more cases of diabetes had occurred in the 
diabetic patient's family. 

The following are a few instances of members of 
the same family suffering from diabetes :-— 

1. Two sisters, father, father’s sister, father’s father, 
father’s grandfather. 

2. A medical man, his father, father’s mother, and 
father’s brother's son. 

3. Father and mother and three sons. 

4. Ina family of four (two brothers and two sisters) 
two brothers and one sister suffered. They lived in 
different towns and suffered at different periods. 

5. Father and two sons. 

6. Three sisters. 

7. Three brothers. 

. Father, two sons, and two daughters. 
. Two brothers, the father, and the father’s mother. 

Many instances of brother and sister, or two brothers, 
or two sisters suffering from diabetes were met with in 
the 500 cases specially questioned. 
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A history of diabetes in one member of the family 
would not, of course, be regarded as requiring an 
extra charge for life assurance. But I think a 
minimum extra charge would be desirable, if we find 
that (1) two brothers of the proposer or two sisters, 
or one brother and one sister have suffered from the 
disease; or (2) if both parents have been diabetics 
(a very rare occurrence) and also one brother or 
sister of the proposer; or (3) if one parent anda 
sister or brother of the other parent and also 
one brother or sister of the proposer have been 
diabetic; or (4) if one sister or brother and one of 
the parents and one of the grandparents have been 
diabetic. These extra charges would be especially 
desirable if the patient were of the Maltese, Hebrew, 
Hindu, or western Asiatic races. 


Detection of Grape-Sugar in the Urine. 


(1) If Fehling’s test or one of its modifications 
should give a reaction for sugar in the urine, and 
other symptoms of diabetes are noted, the case is, 
of course, pérmanently rejected without further 
consideration. 


(2) If we have no symptoms or indication of 
diabetes, but Fehling’s solution (or some modifica- 
tion thereof) is reduced definitely, the case should 
be rejected, temporarily at least, even though the 
reduction is very slight. Mostly these cases are 
due to a small amount of sugar in the urine, but 
sometimes to other substances. Repeated examina- 
tions and much care are required before a fair 
opinion can be given respecting their exact nature. 
These observations take up much time, and I think 
if they are undertaken, or required, a separate fee 
should be paid for them. At a later date the results 
may be submitted and the case reconsidered, if the 
proposer or the company so desire. 

(3) When the reduction of the Fehling’s solution is 
indefinite, before rejecting the case confirmatory 
tests for sugar should be tried at once, within the 
next 24 hours, and the report withheld for that 
time or longer. If the indefinite reaction is due 
to a trace of sugar the case should be rejected 
temporarily; if indefinite, but not due to sugar, I 
think the case may usually be accepted. 

The confirmatory tests for glucose in groups 2 
and 3 which I have found most useful are the 
phenyl-hydrazin test, carried out in a _ test-tube 
(without the use of any water-bath), and the 
fermentation test, carried out in an inverted test- 
tube closed with a stopper perforated by a glass 
tube bent twice at right angles (a control test-tube 
with normal urine being placed by the side of the 
one containing the suspected urine). I have pre- 
viously described both of these tests in detail.’ 

If we obtain by these tests no indication of 
glucose, the outlook is more satisfactory. The 
nature of the substance which had reduced the 
Fehling’s solution, if the reaction is definite, should 
be determined if possible by chemical tests.” The 
exact rating will differ according to the nature of 
the reducing substance. If we find the reducing 
substance is grape-sugar, I think most physicians 
will agree that the case should be rejected, at least 
temporarily, however small the amount; and I 
think most companies would reject permanently. 

But later, if the proposer and the company desire, 
the cases may be reconsidered in certain instances, 


! See writer's articles in the Practitioner, December, 1898, and 
August, 1900, and book ~ Diabetes Mellitus and its Treatment,” 
Lond. and Edin., 1898, pp. 19 to 23 and 35 to 38. 

2 See writer's book, © Diabetes and its Treatment,’ Lond. and 
Edin., 1898, pp. 33 and WA. 





when the results of a number of observations can 
be furnished. Most cases at this reconsideration 
would have to be rejected again, and rejected 
permanently, | think; but in very rare instances a 
case might be accepted if the resultsof a number 
of observations can be presented. These observa- 
tions are of importance to the proposer as regards 
future treatment and mode of life, and should be 
carried out by those who undertake the treatment ; 
but, as will be mentioned subsequently, it is 
improbable that assurance companies will care to 
recommend them or pay for them, except in very 
rare instances, on account of practical difficulties. 

The first point is to determine if the slight 
glycosuria is permanent or temporary by testing a 
number of specimens. 


The urine specimen tested should not be the early 
morning urine, but one passed in the latter part of the 
day, and best after a meal; in slight cases of glycosuria 
the morning urine is often quite free from sugar, though 
urine passed in the latter part of the day may contain 
sugar in considerable quantity. 

If the glycosuria is permanent—i.e., detected every 
day—the urine is tested, or if the glycosuria is inter- 
mittent the case should be rejected, however small the 
amount of sugar. If glucose is detected once only and 
then disappears, and is not detected again after a 
number of examinations, and the urine is free from 
sugar at the end of one month, the condition may have 
been a temporary glycosuria. In such cases it is 
desirable to determine if the power of sugar destruc- 
tion is reduced or not. A common method is to 
give 100g. of glucose, dissolved in a quarter of a litre of 
water, or tea, which is taken on an empty stomach 
before breakfast. If the power of sugar destruction is 
diminished then sugar is found in the urine from half 
an hour to three hours afterwards. If the power of 
sugar destruction is normal the urine will be free from 
sugar after this dose of glucose. A convenient, though 
less accurate, way of testing is that the proposer should 
take a midday meal containing a quantity of sweet 
food equal to 100g. of grape-sugar. A rough test 
is three-quarters of a pound, or one pound, of sweet 
grapes. The bladder is emptied just before the meal. 
Then urine is passed about an hour and a half after the 
meal and again three hours after the meal. If these 
urine samples fail to reduce Fehling’s solution the 
power of sugar destruction is normal or not markedly 
reduced. If one or both of these urines reduce Fehling’s 
solution the power of sugar destruction may be 
considered diminished. 

If the urine gives a reaction for sugar on one 
examination (at the examination for life assurance) and 
not at subsequent examinations, but the power of sugar 
destruction is reduced as shown by the test just men- 
tioned, then I think the case should be rejected. These 
cases may be described as cases of diminished power of 
sugar destruction in which temporary glycosuria may 
be produced occasionally by various causes, and I think 
they are best rejected, though it does not necessarily 
follow that diabetes will develop later. 

But if sugar is detected once only, if we have no 
diabetic symptoms, if the amount of sugar is small, and 
if during the next month several examinations of urine 
passed in the latter part of the day show that it is free 
from sugar on an ordinary mixed diet, and if the power 
of sugar destruction as tested in the way just mentioned 
is not diminished, then I think the case may be accepted 
with an extra charge, especially if we obtain a history 
of excesses in diet or other unusual conditions at the 
time the glycosuria was detected. Only this small 
group of such cases can, in my opinion, be safely 
accepted. Of course, in such observations the proposer 
must be completely trusted to carry out the instructions 
fairly ; hence probably few companies would be willing 
to accept the results, and most companies would regard 
the detection of sugar on one occasion as ground for 
permanent rejection. But these observations are all of 
much value to the proposer with respect to future 
dietetic treatment. 
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As examples of the rare cases of glycosuria just 
described I may mention the three following. 

Twenty-five years ago I examined a man, aged 34, 
for life assurance and found that the urine reduced 
Fehling’s solution, but no diabetic symptoms could be 
detected. I tried confirmatory tests, phenyl-hydrazin 
and fermentation, and proved that the reduction of 
Fehling’s solution was actually due to grape-sugar. A 
second sample of urine examined two days later was 
quite free from sugar. Though 25 years have elapsed, 
he is in good health and no symptoms of diabetes have 
ever developed. 

In another case sugar was detected in the urine of a 
young man of 25. A few days later it was free from 
sugar. Five years later it was still free from sugar. 
Last year I examined the urine again and found it still 
free from sugar—that is, over ten years from the time 
the temporary glycosuria was first detected. 

In another case the urine of a man of 35 was found to 
contain a small amount of sugar. (By the phenyl- 
hydrazin test and fermentation I proved this was grape- 
sugar.) A few days later I found the urine free from 
sugar. I examined the urine last year—ten years after 
the glycosuria had been detected and found it still quite 
free from sugar. 


Termination in Cases of Glycosuria. 


Though I think only the one very small group of 
cases of glycosuria just mentioned can safely be 
accepted (with an extra charge) by an assurance 
company, we must not conclude that all other cases 
necessarily end badly. There is, however, no 
hardship in excluding them; these people can 
invest their money in other ways. The course of 
the affection is probably influenced by the mode of 
life, but as the assurance company cannot be sure 
what mode of life will be followed it is usually best 
to avoid the risk. 

Now the question is often asked what happens in 
the cases of slight glycosuria detected for the first 
time at the examination for life assurance. I have 
indicated the further course of such cases in a 
chart previously published.* 

(1) The glycosuria may promptly disappear and never 
be detected again, and complete recovery may occur 
(as in the three cases already mentioned in this note). 
This course is more probable in cases in which the 
power of sugar destruction is not diminished. When, 
however, the power of sugar destruction is diminished, 
as indicated by the 100 g. glucose test (or some modifica- 
tion thereof), we have greater risk that the course will 
be that indicated in one of the following groups. 

(2) The temporary glycosuria may be followed for 
many years by an occasional or intermittent slight 
glycosuria which never develops into a true diabetes, 
even after 10 or 20 years or longer. 

(3) In other cases this intermittent glycosuria after 
many years, 5, 10, or 20, or longer, develops into a 
severe diabetes, ending fatally. 

(4) The temporary glycosuria may be followed by an 
intermittent diabetes mellitus. 

(5) Or by a mild form of persistent diabetes. 

(6) Or by a persistent severe form of diabetes. 

Forms 4 and 5 may develop later into severe per- 
sistent diabetes. In forms 2, 4, and 5 death may occur 
after many years, through an intercurrent disease 
having no direct connexion with glycosuria. 

All physicians who have been in practice over 20 
or 30 years will be able to recall instances of these 
groups. As examples of group 2 I may mention 
two cases of glycosuria, in which the glycosuria 
has been intermittent, gradually becoming less 
frequent, for 20 and 10 years respectively. 

The following are examples of group 3. 

A patient had suffered from slight intermittent glycos- 
uria for 24 years. Then severe diabetes suddenly 
developed and ended in diabetic coma. 











See Practitioner, June, 1911. 


In another case after 17 years of slight and inter- 
mittent glycosuria severe progressive diabetes suddenly 
developed, and after a few months death occurred from 
cardiac failure. 

In another case after a period of glycosuria the urine 
became free from sugar, and the patient remained in 
good health and had no symptoms, and the urine was 
not tested for many years. At the end of 12 years 
diabetic symptoms developed and the urine was found 
to contain sugar, and in a very few days death occurred 
from diabetic coma. 

Importance of the Detection of Glycosuria to the 

Proposer. 

The most important point with reference to life 
assurance and slight glycosuria is the advantage of 
the urine examination to the proposer, if he is 
informed of the result and its significance not 
exaggerated. It is to his advantage, that if the 
urine contains a little sugar it should be detected 
early. 

It is a rule of many assurance companies that 
no information as to the result of the medical 
examination should be given by the medical officer 
to the proposer. But in cases of glycosuria | think, 
in the interest of the proposer, he should be 
informed why he has been rejected. This could be 
done best by the medical examiner, who could also 
inform the proposer of the exact significance of 
the glycosuria and of the importance of treatment, 
and could do this without causing alarm. 

We cannot claim to be able to prevent diabetes, 
but we do know something of the swtiology of the 
disease, and we may be able to do something to 
prevent the slight glycosuria developing into a 
severe diabetes. 


(1) If the urine contains a small amount of sugar 
daily, or if the condition is one of intermittent 
glycosuria, the rigid dietetic treatment (with or without 
drugs) suitable for a mild form of diabetes should be 
carried out. 

(2) If the urine contains sugar at one examination 
but on further examination is found free from sugar, 
though the power of sugar destruction is impaired, 
then all sugar and sweet foods, sweets, chocolate, and 
sweet drinks, especially sweet alcoholic drinks, should 
be excluded from the diet, and the carbohydrates 
should not be excessive, but an average quantity can 
be taken. (Starch is probably much less injurious than 
sugar.) 

In both of these classes the mode of life should be 
altered if necessary. Great mental strain and excessive 
brain work should be avoided if possible. A fair amount 
of physical exercise should be taken, and the total 
quantity of food should not be above the average; also 
I think that small frequent meals are best. It appears 
probable that excess of sugar in the diet, sweet 
beverages, especially those containing alcohol and 
much sugar, excessive brain activity or anxiety, 
deficient physical exercise, and obesity or excess of 
food, often increase the risk of the diabetes or accele- 
rate its onset, especially in individuals who have a 
family history of diabetes. 

(3) When the urine contains sugar on one occasion 
only, and we find no defective power of sugar destruc- 
tion, then the only precaution necessary is to limit the 
amount of sugar and sweet food, or best to abstain 
entirely from sugar, sweets and chocolates, and very 
sweet food or drinks. 

Dread of Diabetes. 

When the proposer is informed of the glycosuria 
it is important that he should not be alarmed. Treat- 
ment should be urged, but the favourable features 
in the prognosis should be emphasised, when this is 
justified by the condition found. He should clearly 
understand that though he is unsuitable for life 
assurance it does not follow that serious and 
progressive diabetes will necessarily occur, and that 
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he may be able to do much to prevent such an 
event. We occasionally meet individuals who 
suffer greatly from the “fear of diabetes,’ when 
informed that a little sugar has been found in 
the urine—a neurosis similar to that known as 
“ syphilophobia,”’ which is most difficult to check 
Ihave seen a number of such cases. In one instance 
the neurosis continued for over two years. A trace 
of sugar had been detected once only, atthe examina- 
tion for life assurance. The man was the son of a 
medical man and was acquainted with many medical 
terms. A terrible dread of diabetes developed and 
continued, though the urine was examined 
repeatedly by numerous medical men and no 
further glycosuria ever detected. Finally, he 
visited Carlsbad, where again no sugar could be 
detected in the urine, and treatment was refused. 
He returned home still distressed and unsatisfied. 
He consulted me after two years of mental anxiety. 
I examined his urine, and found no trace of sugar, 
even after a meal containing a great excess of 
sugar. 

Such instances show how important it is that 
the proposer should not be alarmed when he is 
informed of the slight glycosuria. 











A NOTE ON THE DIAGNOSIS OF 
TUBERCULOSIS IN RECRUITS AND 
PENSIONERS. 

By JOHN GUY, M.D., D.P.H. CaMB., F.R.C.P. EDIN., 


TUBERCULOSIS OFFICER, CITY OF EDINBURGH ; LECTURER ON 
TUBERCULOSIS IN SCHOOL OF MEDICINE OF ROYAL 
COLLEGES, EDINBURGH, 

THE relation of the tuberculous patient to war 
service is interesting. In the earlier days of the 
war we heard a great deal of the cured consump- 
tive who had joined the army. Institutions in their 
reports apparently vied with each other as to the 
number of their ex-patients who were at the front. 
At one time it appeared that the motto which would 
possibly be inscribed over all sanatoriums was “ We 
won the war.” After a little experience of the cured 
consumptive, and a short period of observation, the 
War Office issued stringent instructions to the 
intent that no consumptives need apply. As far as 
one could judge the orders meant total rejection for 
any recruit who had been at any time in a sana- 
torium or under treatment at a tuberculosis dis- 
pensary. This knowledge speedily reached the 
laity, and those men who were not over-anxious to 
run the risk of being killed were delighted if at any 
period in their lifetime they had been under treat- 
ment for actual or suspected tuberculosis. I 
answered not a few letters from recruiting boards 
who were desirous of testing the truth of some of 
the assertions by recruits of attendance at the City 
Dispensary. Several of the cases inquired into 
were genuine tuberculous patients, but others 
whom we had classed as slight bronchitis or some 
other non-tuberculous condition attempted, and 
sometimes attempted successfully, to evade service 
on the strength of having attended the dispensary 
once or twice many years previously. 


The Attitude of Recruiting Boards to 
Tuberculosis. 

Nothing apparently scared the recruiting boards 
like the word tuberculosis. I could place my 
finger on one or two men who, to my own 
personal knowledge, secured admission to a sana- 
torium for the purpose of avoiding service, and 





who, as far as I know, had no tuberculous disease 
in the lungs at all. One at least confessed to me that 
he had “ got the wind up,” and on being told that 
there was nothing wrong with his lungs, inquired 
anxiously as to whether if he could contract a 
cold it would make any difference. He gained 
admittance to a sanatorium all right. I suppose 
he will be returned as one of the cures discharged 
in the year 19—, and now, at the beginning of 1920, 
is well and working. 

It was a good thing in those days to be supposed 
to have consumption, but it is a much better thing 
now. The day of pensions has arrived. The 
number of men who are now in receipt of pensions 
for tuberculosis and who, in my judgment at least, 
are not suffering therefrom is truly alarming. | 
have seen in one week alone at least eight men 
who, in my opinion, showed either no evidence of 
pulmonary tuberculosis, or at most presented what 
might be interpreted as an old cicatricial condition, 
the age of which no man could tell, but showing no 
signs of activity and producing no disability what- 
ever. Nevertheless they had a pension. My 
experience is, I take it, not unique. I have had 
much confirmation of this state of affairs from my 
brother tuberculosis officers by written and con-, 
versational inquiry. 

The cause of this state of matters is complex. 
While the war was in progress it was perfectly 
natural, and I believe not uncommon, for some 
men to attempt to get out of the trenches for a 
longer or shorter period on the pretext of illness. 
The conditions of life, the physical stress, and the 
mental strain produced in many the constitutional 
syndrome which is often presented in tubercu- 
losis. This made it difficult to give an exact 
diagnosis of any real or supposed illness, and if 
any departure from the normal were discovered in 
the lungs too often the man was labelled as 
tuberculous and discharged as unfit for further 
service. 

Too frequently in the well-known 1835 certificates 
the diagnosis rested on an X ray finding of that 
very unsatisfactory thing, peribronchial thickening, 
or some such indefinite condition. Yet these 1835 
certificates were a power in the land. Whoever 
signed them had to state whether it was essential 
or not that the man should go to a sanatorium. If 
he signed in the affirmative, then to a sanatorium 
the man was sent, and whenever he appeared at a 
future medical board for reassessment the fact 
that he had been in a sanatorium was considered 
as proof that he had had tuberculosis. 


Generous Pensions. 


Again, now that the war is finished, it is becom- 
ing known that the scale of pension is much more 
generous in the case of the tuberculous than in the 
non-tuberculous, and, ia addition, there is the 
chance of the extra domiciliary grant equivalent to 
10s. per week. This makes it profitable to be 
labelled “tuberculous.” Consequently, many men 
are now, after demobilisation, discovering, or 
imagining, that they have a cough and a spit in 
the morning; that they have lost weight and are 
breathless on exertion; and too often on such 
flimsy evidence are classified P.25, which, being 
interpreted, means pulmonary tuberculosis. After 
a medical board has given such a finding these 
men ultimately wend their way to the tuberculosis 
officer for the district. Many of them I turn down 
promptly and inform them that in my judgment 
they do not suffer from tuberculosis. To some of 
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them ! appear as an angel of light, but to others a 
rock of offence. At times, instead of giving a 
definite judgment at once,I admit them to the 
sanatorium for a period of observation. If they are 
found then not to be suffering from tuberculosis 
that does not necessarily finish the case, as the 
next time they appear before a board for reassess- 
ment they have then, as added proof of the 
presence of disease, the fact that they have been in 
a sanatorium. 

Another source of error is that at times indefinite 
cases present themselves before a board on which 
there is no member who has had special experience 
in the difficult branch of chest work. Such a board 
is usually timorous and doubtful of its own expe- 
rience. It plunges for tuberculosis every time. It 
does not fully realise the weight its decisions carry. 
At other times the board may have had the assist- 
ance of a tuberculosis “ expert.’’ Such an individual 
usually sways the judgment of the board, as he does 
the examination, and the other members do the 
clerical part of the work. The assistance of the 
expert does not always improve matters. Tuber- 
culosis experts are divisible into two classes, wise 
and unwise. The latter, suffering from grandiose 
ideas, are prepared to diagnose pulmonary tubercu- 
losis at a moment’s notice anywhere and everywhere, 
and if one such becomes the guiding spirit in a 
medical board still further confusion may result. 


A Special Chest Board. 

In order to improve the present condition of affairs, 
all chest cases, tuberculous and non-tuberculous, 
should be dealt with by a board composed of 
members all of whom should be experienced in 
chest work. Not less than two should examine 
every case, and when any doubt exists the opinion 
of all the members would, of course, be obtained. 
All chest disabilities discovered or suspected by the 
other boards should be referred to the special chest 
board for final decision. Ali new claims of chest 
disabilities by demobilised men should be dealt with 
by the chest board. ‘ 

Whenever a man has had sanatorium or dispensar 
treatment this board should be authorised to ask 
for a special report on the man’s case from the 
tuberculosis officer for the district in which the 
man comes from. There should be no difficulty in 
this, as I think we all file the discharge report of our 
sanatorium cases. If such report were received by 
the special board it could be placed with the man’s 
papers and kept as a permanent record. 

The special board should not be asked to work in 
the same room in which two or three other boards 
are working and where the men are undressing. 
It is quite impossible often to do good work owing 
to the noise, and more particularly is this so if any 
of the other boards happen to be an aural one. 
The chest board might reasonably occupy rooms at 
one of the tuberculosis dispensaries, where an 
X ray installation is at hand and where there are 
facilities for the examination of sputum. 

Such special boards should be asked to pay 
particular attention not only to the presence of 
any lesion, but to its activity and to the amount of 
disability arising. As indicative of activity the 
board should demand in preference to symptoms 
signs, such as rapid or marked loss of weight, a 
medical certificate of hemoptysis or fever, the 
presence of tubercle bacilli in the sputum, and the 
presence of persistent localised crepitations. 

Too much stress should not be laid on slight 
*mpairment of the percussion note in the right apex 
or the presence of broncho-vesicular breathing or 














apical retraction. These may quite truthfully 
represent a lesion, but the important points are 
activity and disability. Such a board might also 
very properly form a final court of appeal in all 
doubtful cases seen by the medical referees. 

Throughout this paper I am not discussing the 
genuine consumptive, but rather the indefinite 
case simulating pulmonary tuberculosis. The 
man should have the benefit of any doubt after 
exhaustive examination and be given a high assess- 
ment. The period between examinations for re- 
assessment should, as a rule, be not more than six 
months. As the cases come up for review and 
pass into the quiescent or arrested condition they 
should be reduced by 10 or 20 per cent. at each 
examination, so that the reduction in pension 
would correspond with the permanent improve- 
ment in health. 

Could such a board as I visualise be instituted 
for each large centre, | am confident it would at 
once justify its existence and be a source of 
strength to all engaged in this most difficult and 
trying work. 
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A BONE CONDITION ANALOGOUS TO RICKETS 

IN A-CHILD OF FIVE MONTHS. 
By Hiupa K. BRADE-BrrRks, M.Sc.,M.B.,CH.B.MANCH., 
M.R.C.S., L.R.C.P., 


MEDICAL OFFICER FOR MATERNITY AND CHILD WELFARE, SALFORD. 





IN view of recent discussions on the etiology of 
rickets the following symptoms occurring in a 
breast-fed infant appear to be worth recording. 


A girl, born July 16th, 1919, the sixth child of a mother 
aged 31 years, was brought to one of the Salford corpora- 
tion guilds. At the age of 4 weeks, when first weighed, 
the baby was a healthy, normal, breast-fed child weigh- 
ing 8 lb. 1 0z. For three weeks she continued to gain 
normally, weighing 9 lb. 54.0z. at the age of 7 weeks. 
From that time progress was less satisfactory and the 
weight fell below the normal. At the seventeenth week, 
when the child weighed 10 lb. 7 0z., symptoms analogous 
to those of rickets were observed. Three weeks later 
the infant was brought to the clinic for special medical 
examination. At this time the mother had noticed a 
considerable decrease in activity (the child showed no 
inclination to kick, and lay listless all day). The fore- 
arms were bent with an outward curve. There 
were comparatively large swellings at the distal 
ends of the radius and ulna in either case. The 
radial swellings were the greater, and those of 
the left forearm were more marked than those of the 
right. In the lower limbs the tibiz exhibited marked 
forward and outward curves, each tibia having an 
obvious swelling of the anterior part of its distal 
extremity. Another swelling occurred on the right 
tibia at the lateral and anterior part of its proximal 
end. The head was normal in shape and size, and the 
spine presented no unhealthy symptoms. The skin of 
the whole body was dry and slightly rough. Consti- 
tutional symptoms (slight sweating of the head at 
night, listlessness during the day, enlarged abdomen, 
slight alimentary disturbances, &c.) were commencing 
but were not marked. The child was still breast-fed 
only and weighed 10 lb. 13 oz. 

History of the mother.—As the child had been 
breast-fed it was thought advisable to inquire into 
the history and condition of the mother. The latter 
had had six living children, as follows: the first 
at the age of 22, the second at 24, twins at 26, 
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at 31. Of these, she lost two, one of the twins and 
the fifth. The mother herself is thin but muscular; she 
is one of nine healthy children all living. The last con- 
finement was normal. The financial circumstances of 
the parents were fair, the husband being in the army, and 
the mother had apparently been well nourished during 
pregnancy. Her diet included no butter, but she had a 
pint of milk every day during the whole of her pregnancy 
and after. Her breakfast consisted of bread and 
margarine, bacon (sometimes), and any other thing 
that could be got at the time. Dinner consisted of fish 
or meat stews, potatoes, and vegetables of all types. 
Tea—bread and margarine. The pint of milk daily was 
used between meals in the form of gruel. During the 
first four months of pregnancy the mother was a waitress 
at a nurses’ canteen and got very good food. The money 
she saved helped her through the other months and her 
confinement. The lungs and heart were normal and the 
urine free from albumin and sugar. The mouth had 
been well cared for and was free from any trace of 
pyorrhcea. 

Samples of breast-milk were taken on Dec. 12th, 
1919. Mr. G. D. Elsdon, Salford borough analyst, was 
kind enough to examine these, and to supply me with 
the following figures : 

Right breast. 
19 per cent. 
1-2 


0-2 
T3 


Total solids : 106 


In comparison with the averages of Pfeiffer and of 
Luff this milk is particularly deficient in fat (the sugar 
percentage is slightly above normal, the protein sub- 
normal). 

Massage treatment.—When the infant was _ first 
noticed to have rickets-like symptoms (Nov. 11th, 1919) 
massage treatment was begun. Until Dec. 2nd, 1919, 
breast-milk was the sole food, but as progress was still 
unsatisfactory, alternate feeds of boiled cow’s milk 
with water and of breast-milk were then ordered. 
Within a week an obvious improvement took place, the 
child having gained 64 oz. Since the analysis of the 
mother’s milk the child has been weaned gradually, 
and boiled cow’s milk substituted. The massage has 
been continued to date three times a week. Apart from 
a general improvement in health, all the affected bones 
of the limbs have become considerably straighter, and 
the wrist and ankle swellings have been correspondingly 
reduced. On Jan. 6th, 1920, the child weighed 
11 Ib. 14 oz. 

Present condition (March 9th, 1920).—The child now 
weighs 13 lb. 84 0z., and is in very fair condition. The 
bones are practically normal in shape, but rather soft, 
and the flesh is not yet very firm. However, the child 
is bright, active, and contented. The teeth are appear- 
ing, though none are yet quite through. Massage is 
being given twice weekly. The child has had a small 
quantity of virol for the last few weeks, otherwise the 
diet is boiled cow’s milk. No cod-liver oil has been 
given. 

The term “analogous to rickets’’ is used to 
prevent controversy as to terms. There seems to 
be acurrent belief that typical rickets cannot occur 
in a child so young; however, the signs in this 
case were as typical as any I have seen. 


Left breast. 
Fat... .. 03 per cent. 
Proteins 0-9 

Ash... 
Sugar 





TWO CASES OF ICHTHYOSIS HYSTRIX 
IN THE SAME FAMILY. 


By L. MEREDITH DAVIEs, M.D. Oxon:, D.P.H., 


MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER OF 
CARDIGANSHIRE. 


THE following two cases are of interest for 
several reasons. Firstly, the comparative rarity of 
the disease; secondly, its congenital origin; and 
thirdly, the unusual positions of the warty growth. 
The two cases were found during the medical 





inspection of the schools in the county, the patients 
being brothers. 

Family history.—The father’s brother married the 
mother’s sister, History of tuberculosis on father’s 
side. No history of skin trouble or of illness of import- 
ance on either side. The mother’s sister has four 
children, two of whom—the eldest daughter, aged 10 
years, and the baby, aged 10 months—have typical 
ichthyosis. 

Origin of disease.—The mother describes the condi- 
tion of the two boys at birth as follows: ‘‘ They were 
born with their hands and their feet covered with a 
film, as if whitewashed.’’ The white film refused to be 
washed off, but later, when the superficial layers had 
loosened, the underlying skin was rough and dry. When 
about one year old warts were first noticed on hands 
and feet, and these gradually spread and increased over 
rest of body. The other two children, who are un- 
affected, have been sleeping with them, and using the 
same towel. The mother has paid great attention to 
washing the boys. 

Present condition.—The two brothers are aged 12 years 
and 9 years respectively. The skin of the face is dry 
and scaled, but clear of warts. Above the collar isa 
definite ring of greyish warts. The rest of the skin 
of the body is dry and scaly, and superimposed are 
numerous warts, varying in number in different 
localities. In the neighbourhood of the joints, dorsal 
surface, and palms of hands and axille the warts are 
especially numerous, and so closely packed that no 
normal skin can be seen. The penis also of the younger 
boy is covered with warts. The warts are greyish in 
colour, and measure about 2-3 min. 

The great number of the warts can be emphasised 
by the fact that the previous diagnosis made was 
“ warty growth of skin.’’ The boys have been sent 
to hospital, but no good result has been obtained. 
The present treatment consists of washing with 
cuticura soap and the application of olive oil. 








TOTAL INVERSION OF THE PARTURIENT 
UTERUS. 
By W. G. Evans, L.R.C.P. Epin. 


THE interesting case of total inversion of the 
parturient uterus reported by Drs. H. Townsend. 
Whitling and Norman Glover in THE LANCET of 
Feb. 28th induces me to report a similar case that 
occurred in my work last summer. 

My case was also a primipara aged 28 years, which 


followed a normal and easy course until the 
of the child, when an alarming gush of hzmor- 
rhage occurred which caused me to direct my 
attention to the condition of the fundus; failing 
to find it, I concluded that I had to deal with 
concealed hzmorrhage, and on looking to see if any 
loss was going on I found the whole uterus extruded 
with the tubes standing out at either side as tense hard 
cords. The placenta was lying on the sheet and there 
was no hemorrhage. Realising that time was of the 
greatest importance, my right hand being gloved, I 
placed a finger and thumb on the outside of the stretched 
tubes as far up as I could, being careful not to grasp the 
neck of the tumour; I pressed upwards as firmly as I 
could and the whole thing slipped back at once. 
Passing my hand into the uterus to feel if the inversion 
was fully reduced I found a tumour, the size of a small 
apple, with the central cavity the depth of the first 
phalanx of my index finger. Supporting the. fundus 
with my left hand on the abdomen and pressing my 
knuckles against this, it spread out at once. There was 
no shock or hemorrhage and convalescence was normal. 

The absence of all serious symptoms was due, I 
believe, to the promptitude with which the condi- 
tion was relieved, the reduction not taking more 
than from 20 to 30 seconds, and the involution not 


lasting more than about two minutes. 
Beckington. 


birth 
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SECTION OF OTOLOGY. 

A MEETING of this section of the Royal Society of 
Medicine was held on March 19th, Mr. HERBERT TILLEY, 
the President, occupying the chair. 

Attic Suppuration with Latent Antral Disease. 

The PRESIDENT showed an instructive case in which 
chronic suppuration of the left attic gave practically 
no indication of the extensive suppuration in the antrum 
and mastoid cells which was found at the operation. 
The patient, a girl aged 18, complained of nothing more 
than some deafness and occasional pain in the left ear. 
Shrapnell’s membrane was seen to have a small per- 
foration, and suction by means of a Peters-Siegel’s 
speculum was applied, when pus exuded. Deep 
pressure over the outer walls of antrum and mastoid 
process caused slight pain. The patient having been 
advised against operation, it was difficult to obtain 
consent, but the speaker did the conservative mastoid 
operation and found the antrum full of pus, and a tract 
of suppuration extending through the mastoid cells and 
denuding an area of the lateral sinus. The President 
contended that the case showed the need for discarding 
the operation of ossiculectomy, still advised by some 
otologists, for the treatment of chronic attic suppura- 
tion, particularly because, in most of these cases, the 
real focus of the disease was in the antrum or the 
mastoid cells. It was difficult to persuade people 
whose drum seemed healthy that there was serious 
disease deeper. 

Mr. ARTHUR CHEATLE congratulated the President 
on the case, also the patient, and expressed his 
strong agreement with the exhibitor’s remarks on 
ossiculectomy. 

Mr. W. STUART-LOW deprecated the use, in such cases, 
of attic syringes. He had seen ossiculectomy very 
skilfully performed, but he did not agree with it, 
owing to the danger of lighting up latent foci of disease. 

Mr. E. D. DAVIs referred to cases of chronic attic 
suppuration, generally met with in old people whose 
only symptom was discharge. On opening these the 
disease was usually seen to be confined to the attic, yet 
probably these patients got progressively deaf and had 
some intracranial complication. 

Mr. HUNTER TOD objected to the sweeping con- 
demnation of ossiculectomy, though he agreed it should 
only be carried out after grave consideration. It was 
by no means an unjustifiable procedure. Some years 
ago he published a series of 50 cases in which the 
operation had been done. As many as possible were 
subsequently followed up, but only three came back to 
have the mastoid operation performed. One died. He 
warned each of the patients that they might need a 
more thorough operation if symptoms returned. In 
some there was merely a suppuration in the mucous 
membrane, and for these ossiculectomy seemed to 
suffice. He discussed the matter in some detail, and 
particularised some successful cases. 

Mr. J. F. O’MALLEY felt, with Mr. Cheatle, that mere 
removal of the ossicles was not likely to get rid of the 
whole of the disease in the kind of case described by the 
President. 

Dr. W. HILL said his experience of ossiculectomy had 
been varied; in some cases he felt it had not been 
enough, in others he had been well pleased with the 
results. He had not practised it during the last five 
years, and did not think it should be by any means a 
routine. 

Dr. DUNDAS GRANT considered that ossiculectomy 
certainly had its place in aural surgery. But when, as 
in Mr. Tilley’s case, deep pressure over the antrum 
caused pain, that was a reason for not being content 
with ossiculectomy. He reminded members of cases of 
cholesteatoma, vertigo, and headache he had shown 
before the section in which mere ossiculectomy 
permanently cured the condition. 








Dr. W. H. KELSON thought the pendulum had swung 
too far in the direction of operation for slight symptoms, 
such as discharge from the ear and but little else, and 
that many would get well under simple non-operative 
treatment. He had seen it stated in a book which posed 
as an authority on aural practice that such things as 
spirit drops and peroxide could not possibly cure 
chronic suppuration—the kind of untrue statement 
which should never be made. 

Mr. MARK HOVELL agreed with Dr. Kelson, and spoke 
of the value of collosol argentum. 

The PRESIDENT replied. 

Bezold’s Mastoiditis, 

Mr. O'MALLEY showed a patient on whom he had 
operated for this condition. When seen the temperature 
was 101° F.; there was a swelling in the neck below 
the right ear and a free discharge from that ear, the 
mastoid being very tender. At the radical mastoid 
operation he found very extensive bone disease, extend- 
ing through the tip of the mastoid into the abscess in 
the neck. There was also a peri-sinus abscess on the 
sinus wall, with masses of granulation tissue. Recovery 
was steady and uninterrupted. 

The case was discussed by Dr. GRANT, Mr. STUART- 
Low, Mr. L. COLLEDGE, the PRESIDENT, and Mr. W. M. 
MOLLISON. 


Damage to Auditory and Destruction of Vestibular Nerve 
by Blow on Mastoid. 

Mr. T. B. LAYTON showed a man, aged 33, who had 
been struck by a piece of shell on the right mastoid 
process. He had been deaf in the ear ever since. 
After being struck he was unconscious for two or three 
minutes, and continued for two months to have severe 
attacks of giddiness and headache. The tests carried 
out—which were detailed—showed that the vestibular 
nerve was destroyed and the auditory nerve partially so. 

Several other cases were shown. 





HUNTERIAN SOCIETY. 


Modern Physiotherapy. 


At a meeting of this society, held on March 10th. at 
the School of Oriental Languages, the President, Dr. 
W. Langdon Brown, being in the chair, a paper was read 
by Dr. F. H. Humphris on Modern Physiotherapy. 
According to Dr. Humpbhris, this term includes treat- 
ment by all measures other than drugs, but he only 
had time to deal with three branches—the static wave 
current, diathermy, and radiotherapy. The most useful 
of the different currents derived from the static machine 
is that known as the wave current. The speaker 
described this current as appropriate for the treatment of 
almost every form of non-infective inflammation, acute or 
chronic, the ee of pus being a contra-indication. 
It acts by relieving congestion or stasis in conditions 
such as sprains, lumbago, neuritis, enlarged prostate, 
and so forth. Diathermy, or electro-thermic penetra- 
tion, is an intensive form of high frequency. This 
current when passing throagh the body has no other 
effect than that of heat, and its value depends on 
the power to produce heat cf any required intensity at 
any depth and within any part of the patient’s body. 
Dr. Humphris described experiments made by him on 
pieces of steak and petotens with diathermy, proving that 
the heat in the depth of the tissues is much greater than 
that on the surface. He then indicated the conditions for 
the therapeutic use of this current. These include a high 
blood pressure, and local lesions such as stiffened and painful 
joints, acute gout, migraine, neuritis, adhesions after abdo- 
minal operations, and disorders of menstruation. The 
surgical use of diathermy varies from the destruction of 
hemorrhoids and papillomata of the bladder to that of 
rodent ulcers, nevi, or corns. X rays produce their effect 
in oe disease by causing «edema of the endothelial 
lining of the blood-vessels, with subsequent occlusion of the 
artery, thus cutting off the nutrition of the growth ; more- 
over, they have a destructive action on new cells. 
X rays have proved useful for painful cicatricial tissue, 
non-suppurating tuberculous glands, keloids, exophthalmic 
goitre, u broids, ind of an artificial menopause, 
Hodgkin’s disease, and various skin diseases. Dr. Humphris 
concluded an Saterenting yepet by an estimate of the value 
of X rays in malignant disease and the conditions under 
which this treatment should be’ advised.—In the discussion 
which followed the President suggested that in eczema 
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X rays were used more for the pruritus than for the eczema 
itself. He agreed with Dr. Humphris’s views on the value of 
X rays in the treatment of malignant disease.—Mr. J. Adams 
used it a cases of malignant tongue unsuitable 
for surgery.—Sir H. E. Bruce Bruce-Porter testified to the 
good results he had seen obtained in the treatment of 
enlarged prostate, and asked Dr. Humphris to explain how it 
was that it arrested the frequency of micturition.—Sir 
James Purves Stewart also pointed out that a high blood 
ressure was not of necessity a matter for treatment.—Dr. 
umphris, in reply to an —e by Dr. Adams as to how 
surgical diathermy acted behin ee sphere of action, 
said that the benevolent effects were due to the increased cir- 
culation set up in thisregion. Answering Dr. M. C. Corner, he 
said that as far as he knew this current had never been used 
in post-partum hemorrhage. As regards the way in which 
frequency of micturition was reduced by the treatment of 
enlarged prostate, Dr. Humphris said that muscular contrac- 
tions were induced, the gland tissue was compressed, the 
roducts of inflammation being squeezed out; a tonic circu- 
ation was then restored to the gland by the electrically 
stimulated cell activity. Each successive treatment gave 
more and more power to the muscular fibres, more tone to 
the glandular structure, leaving the gland smaller and of 
more normal consistence. Dr. Humphris was sure that 
Sir James Purves Stewart wouldadmit that in many, though 
not in all, cases a lowering of high blood pressure was 
desirable. In diathermy we had a means of relieving the 
pathologically increased tension of the persistently con- 
tracted arterioles, and a simple therapeutic measure of 
approximating the blood pressure more nearly to the 
normal. 
Dr. J. E. H. Roberts then gave an illustrated address on 
the Treatment of Septic Fingers. 





WEST LONDON MEDICO-CHIRURGICAL 
SOCIETY, 
Idiosyncrasy to Drugs. 


AT ® meeting of this society, held in the society’s rooms at 
the West London Hospital on March 5th, with Mr. Herbert 
Chambers, the President, in the chair, a discussion took 
place on Idiosyncrasy to Drugs.—Sir William Hale White, 
who opened the discussion, said that many idiosyncrasies 
were apparent, not real. Apparent idiosyncrasies were 
sometimes to be explained by impurities in the drugs; at 
other times they depended upon varying composition of the 
drug. The best instance of inconstant composition was 
ergot, which contained varying proportions of at least three 
powerfully active bodies—ergotoxin, tyramine, and _hista- 
mine. The solanaceous plants were another instance, contain- 
ing as they did varying proportions of alkaloids. Delayed 
excretion of a drug, causing its action to be cumulative, 
might cause a person to appear peculiarly susceptible to 
the drug, whereas, in truth, he was not. Examples were 
digitalis, lead, and opium. Again, the rate of absorption 
of a drug might explain some instances of idiosyncrasy. 
All were familiar with the profuse erythema which occa- 
sionally followed the administration of a soap enema; this 
was believed to be due to the soap leading to the solution of 
a fecal toxin. 1t was, the speaker considered, highly likely 
that variations in the intestinal contents might be the 
explanation of some cases of idiosyncrasy; for a drug, if it 
was usually slowly absorbed and soluble in the intestinal 
contents only with difficulty, might, from abnormal altera- 
tions of the fluids of the intestine, become readily soluble 
and therefore quickly absorbed. Or, again, the drug might, 
in the intestine, become chemically changed, and the 
changed drug be more soluble and easily absorbed, or have 
a different action and be readily poisonous. Apparent idio- 
syncrasies ye go again, be caused by disease ; for example, 
many cases of uremia were benefited by morphia, yet, very 
rarely, the drug appeared to be a fatal poison. We were 
often disappointed in the relief of cardiac pain by nitrites ; 
this might be because cardiac pain had a varying patho- 
logical origin. Passing on to the genuine idiosyncrasies, Sir 
William Hale White said that no attempt could be made, in 
the present state of our knowledge, to state the cause 
in the majority of the most important examples. The 
most remarkable were the iodides: 4 gr. daily for two days 
had caused iodism; on the other hand, he given 300 gr. 
a day without any symptoms of it. Sometimes when the 
dose is diminished they will pass away; again, doubling the 
dose might lead to their disappearance. Cutaneous idio- 
syncrasies were manifested when drugs were applied extern- 
ally or internally. He knew a nurse who was unable to put 
her hands into perchloride of mercury or handle mercurial 
oe without getting general signs of mercurial poisoning. 

he selective action of lead, arsenic, and alcohol on nerves 
was most remarkable, and the explanation would be found, 
he thought, by the biochemist. The speaker concluded by 





alluding to the well-known idiosyncrasies manifested 
towards iodoform, veronal, camphor, tobacco, and alcohol.— 
Sir Robert Armstrong-Jones called attention to the familial 
record of alcohol, and to individual susceptibilities dis- 
played towards pollens, aspirin, and sulphonal.—Mr. 
Bishop Harman narrated some cases of peculiar suscepti- 
bility to cocaine. One patient had a sharp attack of 
mania when cocaine was applied to the eye. Mr. 
Harman had also had recent experience of a case 
in which zinc sulphate drops, a grain to the ounce, had 
caused dilatation of the pupil and disturbed vision appar- 
ently through the accommodation. There was no defect of 
the eye itself, and the drops used were subsequently found to 
be innocuous with six other patients.—Dr. Halls Dally, 
speaking from experience in studying the effects of iodides 
in several hundreds of cases of tuberculosis under treatment 
by the intensive iodine method, considered the liability of 
iodism lessened in doses from 10 gr. upwards, and that if any 
given dose above 10 gr. gave rise to idiosyncrasy the remedy 
was to double the dose.—Dr. Vaughan Pendred mentioned a 
case in which less than } gr. of morphia had caused death 
from typical morphia poisoning in a healthy man aged 38.— 
Mr. P. A. Hendley, Dr. Seymour Taylor, Mr. F. G. Lloyd, 
and Mr. R. W. Lloyd also took part in the debate. 





BRISTOL MEDICO-CHIRURGICAL SOCIETY, 


Trritable Heart Syndrome. 


AT a meeting of this society, held on March 10th, papers on 
the irritable heart syndrome were read and discussed.—Dr. 
Carey Coombs, who dealt with the syndrome as seen in civil 
practice, gave an analysis of 50 cases. He said that in 90 per 
cent. there was no evidence of organic heart disease, and gave 
other reasons for regarding it as a nervous disturbance. 
About half the patients showed evidences of a temperamental 
predisposition. Physical effort was nota cause. Infections 
of various kinds, especially influenza, might be regarded as 
causal in 44 per cent. Distressing emotion of a protracted 
kind was apparently responsible for the onset of thesymptoms 
in at honed Sb onnen. —Dr. C. E. K. Herapath outlined his expe- 
riences in a cardiac clinic of the Ministry of Pensions. Of his 
first 57 cases 9 were examples of various organic lesions: the 
rest were irritable heart cases. Among these 48 men there 
were 28 who dated their symptoms back to convalescence 
from some acute illness (influenza, trench fever, malaria, 
&c.). Of the remaining 20, there were 11 who ascribed the 
onset to some form of nervous disturbance. Dr. Herapath 
gave an account of his methods of investigation and treat- 
ment, laying particular stress on the value of optimistic 
‘* suggestion.” He had, he said, already seen enough im- 
provement take place to justify a further application of 
these principles.—Dr. A. G. Morris gave notes of cases of 
irritable heart in soldiers serving in this country, the 
condition developing without any infective or obvious cause, 
except anxiety as to the immediate future, which there 
was strong reason to regard as causal. He also described 
his experience on boards at an overseas base, which was 
to the same effect, that the ‘‘ D.A.H.” syndrome often 
sprang from pure ‘‘anxiety.’’—Dr. J. A. Birrell read notes of 
four cases of Beveee Tachycardia fellowing Influenza, in all 
of which the patients were under the influence of protracted 
anxieties at the time when the influenza attacked them. 
Analysis of this tachycardia had proved it to be of the 
supracardiac ‘‘nervous” type.—In the discussion which 
followed Dr. J. A. Nixon detailed experiences in France 
which led him to suspect infection of the heart itself asa 
cause of some of the tachycardias. He had seen post- 
mortem signs of early aortic syphilis, and also of an acute 
endocarditis of unknown origin in many men killed by 
wounding.—Dr. R. G. Gordon, on the other hand, supported 
the nervous theory. The kind of emotion that was most 


bythe Fn of this syndrome, he thought, was that expressed 


the French ‘ angoisse.’’ He suggested that influenza 
allowed of the development of the syndrome with undue 
care, because of its action in diminishing higher-centre 
control of emotional expression.—Dr. A. Alexander 
eet that functional disturbances set up organic 
isease. 








WALSALL GENERAL HospitaL.— The fifty-sixth 
annual report of this institution, which covers the year 
1919, shows that the annual income was £11,175, or an 
increase of £1428 on the previous year. The contributions 
of the workpeople of Walsall amounted to £2901. The 
expenditure was £14,768, and an 4 peal is made for 
greater public support. The number of in-patients 
treated during the year was 1282, and the out-patients 
6971, with an attendance of 32,933. The number of 
operations on in-patients and out-patients respectively was 
533 and 607. 
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EXPERIMENTAL BACTERIOLOGY. 


Die Experimentelle Bakteriologie und die Infektions- 
krankheiten, mit besonderer Beriicksichtigung der 
Immunitatslehre. Ein Lehrbuch fiir Studierende, 
Aerzte, und Medizinalbeamte. By Dr. W. H. KOLLE, 
Direktor des Institutes fir Experimentelle Therapie, 
Frankfurt a. Main; and Dr. H. HETSCH, Sanitiits- 
departement des Kriegsministeriums in Berlin. Fifth 
edition. Abundantly illustrated. Berlin: Urban and 
Schwarzenberg. 1919. Vol. 1., pp. 660, M.35; Vol. II., 
pp. 703, M.30. 

THE present volume is an example of what can 
be done in the way of systematic exposition. It 
is impossible, however, to regard it as a_ text-book 
for English medical students, for its size would 
preclude its use by them. The physician and 
medical officer of health, the other two classes for 
whom the work is intended, are in a somewhat 
different case, but even they would probably use the 
book as a convenient and reliable work of reference 
rather than as a text-book. There is no doubt that 
for these the work is of considerable value, as it 
contains much information on the epidemiology and 
prophylaxis of infectious disease, and as to the 
relations which exist between laboratory investigations 
and the daily needs of the practising physician and 
health officer. The general plan followed is that 
common to most text-books; a little more than a third 
of the first volume is devoted to general considerations, 
and the rest to the characters and effects of individual 
organisms. The names of the authors are a sufficient 
guarantee that the work is well done. 

The first part is the most distinctive. The authors 
devote themselves to questions relating to modes of 
infection and to the study of the various antibodies 
arising therefrom. The production of these antibodies, 
both in the laboratory and on a commercial scale, is 
fully set forth, and the use which is made of them in 
diagnosis and treatment is given in much detail. The 
book not being in any sense a laboratory manual the 
description of methods of demonstration and culture is 
relegated to an appendix. In the second part also the 
needs of the medical man and health officer are kept in 
view, and charts and maps are introduced for the better 
understanding of the epidemiology of the diseases 
treated. For these readers many of the excellent 
coloured plates will be of service, as they portray the 
clinical appearances as well as the pathology of the 
lesions. 

Two editions have been produced since the com- 
mencement of the war, and a survey of the chapters on 
cholera, dysentery, and wound infection shows that 
much of the knowledge gained during this period has 
been incorporated, although in the case of gas cedema 
our own work seems to have gone farther than the 
German. The same is true with regard to the various 
spirochetoses which affected the armies in different 
parts of the world. In the use of vaccines for the 
preventive treatment of some of these diseases the 
Germans had greater opportunities than occurred on 
the western front, but on the whole there is a remark- 
able parallelism between the diseases common to the 
two armies, and in the researches made into their 
zetiology and methods of treatment or prevention. The 
results seem to have been very similar, and the chief 
difference lies in the names of the investigators to whom 
the advances in knowledge are attributed. 

The book is well produced and is very well illustrated. 
The volumes sent for review are in paper covers. 





PRACTICAL HINTS ON MINOR OPERATIONS. 


By G. PERCIVAL MILLS. Birmingham: Cornish 
Bros., Ltd. 1920. Pp.11l. 5s. 


‘* A PRACTICAL help for practical men, to enable them 
to do their minor surgery in a modern and efficient 
manner,’ is the aim of this little book of 111 pages. 








The author outlines concisely but clearly the treatment 
of inflammatory lesions, cutaneous tumours, minor 
deformities, foreign bodies in passages, hydrocele, 
varicocele, strangulated hernia, and retention of urine. 
There is also a useful chapter on local anesthesia, and 
another on how to prepare for an aseptic operation in a 
private house. 





A MANUAL OF MIDWIFERY. 


Fifth edition. By THOMAS WATTS EDEN, M.D., 
C.M. Edin., F.R.C.P. Lond., F.R.C.S. Edin., Obstetric 
Physician and Lecturer on Midwifery and Gynco- 
logy, Charing Cross Hospital, &c. London: J. and A. 
Churchill. 1919. With 5 plates and 369 illustrations 
in the text. Pp. 747. Price 24s. 


IN the preparation of the fifth edition of this well- 
known text-book not much revision has been necessary. 
The sections dealing with the management of labour 
and the management of the infant have been re- 
written, and a considerable amount of new material in 
connexion with them has been added. The section on 
the management of labour is particularly good, and the 
author displays sound common-sense in his instructions 
to the student as to the methods he should adopt in 
the antiseptic treatment of these cases, more especially 
in regard to the advice he gives as to the occasions on 
which rubber gloves should be worn. The great import- 
ance of abdominal palpation is insisted upon, and these 
paragraphs are well illustrated. The section on p. 308 
might be improved. The placenta cannot be said to 
fall into the cervix or the vagina. The level of 
the fundus really rises because the placenta passes 
into the lower uterine segment and the cervix, 
and so this portion of the uterus becomes enlarged 
and elongated as well as stretched transversely, 
which accounts for the suprapubic bulging of the 
belly wall. It is impossible for the placenta to 
be accommodated in the cervix alone, as the student 
might conclude from reading this section. The treat- 
ment of eclampsia is particularly fully dealt with, and 
the views of the two schools are well presented. We 
gather that the author, on the whole, favours the 
medical treatment of this condition as far as 
possible rather than the surgical, but he gives the 
arguments for and against the two methods suffi 
ciently fully for the student to eome to a conclu- 
sion on his own account. The administration 
of chloroform is now quite rightly condemned, and 
ether is recommended as the only general anesthetic to 
be used. The section on the management of the infant 
is also good and clear, and full directions are given for 
the artificial feeding of the baby. In the treatment of 
constipation nothing is said of the great benefit of 
abdominal massage of the infant. 

It is not necessary for us to say much of a book so 
well known as this, which has reached its fifth edition, 
and which is a universal favourite. The present edition 
has all the merits of its predecessors, and is well up to 
date. 





ORGANIC CHEMISTRY. 


By VICTOR VON RICHTER. Vol. I. Chemistry of the 
Aliphatic Series. Newly translated and revised from 
the German edition by PERCY E. SPIELMANN, Ph.D., 
B.Se. Second (revised) edition. London: Kegan 
Paul, Trench, Triibner, and Co., Ltd. 1919. 
Pp. 720. 21s. 


THIS well-known work is notable for its remark- 
able wealth of material. It may be consulted with the 
same confidence as a well-compiled dictionary, but, of 
course, the treatment of the subject is in proper group 
sequence. The volume is literally packed with the 
outstanding details in regard to the properties, prepara- 
tion, and constitution of those substances included in 
the fatty series, while Volume II. of the work includes 
the chain or acyclic series. This new edition comes 
opportunely when the number of students of chemical 
science is rapidly increasing, attracted, no doubt, by 
the possibilities of wider applications of this field of 
study and research to industrial operations. 
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PRINCIPLES AND PRACTICE OF PHYSICAL DIAGNOSIS. 


By JOHN C. Da Costa, jun., M.D., Ex-Associate 
Professor of Medicine, Jefferson Medical College, and 
Assistant Visiting Physician, Jefferson Hospital. 
Fourth edition. London and Philadelphia: W. B. 
Saunders Company. 1919. Pp. 602. 20s. 

THE object of this work is to present within reason- 
able compass the principles of physical diagnosis, and 
to apply this means of research to the study of 
thoracic and abdominal disease. That these objects 
have been achieved is proved by the fact that a fourth 
edition has been called for. We believe that the book 
will be found useful for students just entering on their 
clinical studies, for ample consideration is given to 
clinical anatomy and to the origin, mechanism, and 
meaning of normal physical signs ; whilst those students 
further advanced in the study and practice of medicine 
will find interest and instruction in the manner in 
which the subjects of pathology and diagnosis are 
dealt with, especially in regard to the examination of 
the circulatory system. There is a clear account of the 
electrocardiograph, and the deductions are given which 
may be drawn from electrocardiograms in various 
lesions of the myocardium and of the cardiac valves. 

Some interesting remarks will be found on the func- 
tional capacity of the heart and the means of deter- 
mining the state of cardiac force and of observing the 
effects of failing compensation. This is of importance 
in giving a prognosis in cases of cardiac disease in life 
assurance work, and in judging the capability of men 
for active work, such as recruits for the army. In the 
section dealing with diseases of the broncho-pulmonary 
system will be found sound observations on influenzal- 
pneumonia and hilus tuberculosis. Another subject 
appearing in this edition is a description of the methods 
of estimating intradural pressure, as in the operation of 
lumbar puncture. 

There is a large amount of valuable information in 
the book: the observations are practical, and presented 
in terms which can be easily understood. 

THE NURSERY SCHOOL. 
By MARGARET MCMILLAN. 

and Sons, Ltd. 1919. 


NURSERY SCHOOLS. 


London: 
Pp. 356. 7s. 6d. 


J.-M. Dent 


(Bale’s Medical Books and Journals). 1920. Pp. 106. 5s. 


IN spite of the protest which Miss Margaret McMillan 
makes in her preface, the nursery school is still in an 


experimental stage. The Education Act, 1918, has 
given education authorities the power to open and 
maintain nursery schools, and the Board of Education 
has stated the general principles under which it con- 
siders nursery schools should be run. The problem of 
the nursery school, however, is essentially different 
from the problem of the elementary school—even of 
the infant's department—as this is now conducted. 
Nevertheless the principles which should govern the 
nursery school are fundamentally the principles which 
should govern ail school education—the cultivation of 
individuality, the development of health, the realisa- 
tion to the full of potential mental efficiency, the 
socialisation of the individual whereby the right balance 
is secured between the claims of the individual for self- 
expression and the claims of the group for social 
efficiency. While these principles have not yet been 
assimilated by the majority of schools for older 
children, the nursery school movement has already 
recognised them. Consequently, there is a much greater 
gap between the elementary school method and the 
nursery school method, as contemplated, than there 
ought to be, and than there will be in the future. The 
nursery school is still in the hands of the pioneers, and 
pioneers are few. Its organisation, its method, its equip- 
ment, its staffing, are still under discussion. Out of all the 
discussion and experiment the well-organised nursery 
school will ultimately evolve itself. In the meantime, 
we must be very grateful for books such as these. Miss 
Margaret McMillan gives, in attractive and very 
sympathetic style, her actual experience in evolving an 
open-air nursery school in one of the London slums. It 


insight into child nature and its deep sympathy with 
the family life of the poor. 

Messrs. Bale’s publication does not pretend to be a 
consecutive study of the problem of the nursery school. 
It is a series of chapters written by various authors, 
each of whom has his own special contribution to make. 
The introduction to this volume is useful in that it goes 
straight for some of the precautions which must be 
taken to ensure ‘“‘that the nursery school is not con- 
demned in advance by sinning against the first laws of 
hygiene.”’ 





HYGIENE AND PUBLIC HEALTH. 


Second edition. By 
Philadelphia and New 
1919. Pp. 280. 

THE second edition of this small book has been 
thoroughly revised. It contains an epitome of the more 
important aspects of hygiene and public health. A 
series of questions on the subject-matter discussed in 
the preceding pages appears at the end of each chapter. 
The book is obviously intended for the use of students 
or nurses preparing for examinations, and should prove 
useful in this respect. 


GEORGE 
York : 


M. 
Lea 


PRICE, M.D. 
and Febiger. 





HANDBOOK OF SANITARY LAw. 


By B. BURNETT HAM, M.D., D.P.H. Eighth edition, 
edited by HENRY R. KENWOOD, C.M.G., M.B., 
F.R.S. Edin., D.P.H. London: H. K. Lewis and Co., 
Ltd. 1920. Pp. xxiv. + 216. 5s. 


THIS small book has long been popular among candi- 
dates preparing for the Diploma of Public Health. It 
is difficult for the average medical man to acquire even 
a rudimentary knowledge of the various Public Health 
Acts and other sanitary statutes, but in this little 
manual the law relating to public health is arranged 
and condensed under various headings which facilitate 
reference and assist the memory. The book, which was 
first published in 1899, is now in its eighth edition. 
and it is only necessary to add that it has been edited 
and thoroughly revised by Professor Kenwood to ensure 
for it as great, or possibly an even greater, success in 
the future than it has enjoyed in the past. 





My CHEss CAREER. 


By J. R. CAPABLANCA. 
1920. Pp. 212. 


THE recent victory of Capablanca in the Hastings 
Victory Tournament and his many successful simul 
taneous displays in this country makes this book of 
peculiar interest to chess-players at the present time. 
It is in the form of a short biography in two parts, 
illustrated by 35 selected games. Part I. shows the 
gradual evolution of the author’s chess powers from his 
first victory at the age of 12 over the Cuban champion 
Corzo until he reached his full maturity as a chess- 
player at the Petrograd Tournament, 1914. ‘* Here- 
after,’ he says, ‘‘ I may gain a little from experience 

but whatever I may gain in one way I am 
sure will show a _ corresponding loss somewhere 
else.’ Part II. represents his period of full develop- 
ment and includes two games from the Hastings Tourna- 
ment. The games gain immensely by being annotated 
by himself, though some readers may find his frankness 
too complacent. These notes are very clear; more- 
over, they tell the average reader exactly what he 
wants to know without confusing him with unneces- 
sarily abstruse analysis. Particularly interesting are 
those which deal with the game with Janowski in the 
San Sebastian Tournament and a game with Marshall, 
for which the latter had prepared a special variation of 
the Ruy Lopez. It would, perhaps, have been still 
more interesting if he had included some of his rare 
defeats among the collection of games, notably the 
game won by Rubinstein at San Sebastian and the 
games against Lasker at Petrograd. The latter would 
have had a particular interest in view of the forth- 
coming match for the world’s championship. 


London: G. 
7s. 6d. net. 


Bell and Sons. 
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HANDBOOK OF TUBERCULOSIS SCHEMES. 


Issued by the National Association 
London: Adlard 
1919. Pp. 164. 


Second edition. 
for the Prevention of Tuberculosis. 
and Son and West Newman, Ltd. 
58. 

THE purpose of this handbook, the first edition of 
which was published in 1916, is the provision of an 
index to the progress of the campaign against tuber- 
culosis in the United Kingdom, with the further object 
of stimulating increased effort in its prosecution. It 
has now been brought up to date, and, moreover, 
includes a valuable alphabetical list of residential 
institutions, official and voluntary, for the indoor treat- 
ment of tuberculosis. The information given is con- 
veniently arranged under the same pattern of parallel 
headings for counties in the first part of the handbook, 
and for boroughs in the second part. Comparison is thus 
made easy ; moreover, the presence or absence of arrange- 
ments under each heading is definitely stated, or the 
fact that no information is available is indicated. The 
clear and useful nature of the handbook will be evident 
from the page which we here reproduce in full: 

Norfolk. 

{ rea.—1,303,570 acres. P 

Character Rural 

Industries.—Chiefly Agriculture 

Deaths from Tuberculosis.—Pulmonary 337 421 

Non-pulmonary 84 % 
100,000 civilians 


ypulation (Civil 281.616 


Death-rate 
living 119°7 
Tubercu 


from Pulmonary Tuberculosis (per 
Not yetopened 
Sanatorium.—Pulmonary: Kelling Sanatorium, Holt, 100 beds. 
Non-pulmonary: Norfolk and Norwich Hospital, Norwich: Jenny 
Lind Hospital, Norwich; Lord Mayor Treloar’s Cripples’ Hospital, 
Alton, Hants. Beds as required 
Farm Colony.—Graduated out-door work done at Kelling 
have given £17,000 to start a Farm Colony 
None. Most 


osis Dispensaries.—Under consideration. 


B.R.C.S 


Open-air School schools in county have open-air 


classes 
Hospital (advanced acute cases) 
Poor-law Infirmaries, 8 beds 
Care Committees 


Medical Staff a) 


None. Patients taken at a few 
To be formed 

Chief administrative officer: J. T. C. Nash, 
M D., D.P.H., county medical officer b) Tuberculosis officers 
Not yet appointed. F. W. Burton-Fanning, M.D., F.R.C.P., has 
been acting as consulting officer to the Insurance Committee 


The handbook forms a work of reference that will be 
appreciated by a wide circle of people interested in the 
problem of preventive medicine. 





JOURNALS. 


Journal of Pathol gy and Bacteriology. 
No. 2. Pp. 129-240.—The Bacteriological Characteristics 
of Tubercle Bacilli from Different Kinds of Human 
fuberculosis, by A. S. Griffith.’ Serological Groupings 
of Vibrion septique and their Relation to the Production 
of Toxin, by Muriel Robertson. The various strains of 
this important pathogenic anaerobe can be classed into 
at least three groups by agglutination tests. Toxin is 
rapidly (24-48 hours) developed in liquid cultures of the 
correct reaction and antitoxic sera can be readily 
made. Antitoxin made with a single strain will 
neutralise the toxins from cultures belonging to each of 
the three agglutination groups.—An Inagglutinable Strain 
of Shiga’s Dysentery Bacillus, by T. H.C. Benians. From 
a chronic inflammatary lesion produced in a guinea-pig 
by the inoculation of Shiga’s bacillus the author isolated 
an organism identical in every way except that it 


Vok. SEAR. 


would not agglutinate, absorb agglutinin, or act as an 
agglutinogen; but it threw off from time to time strains 
which were normal in these respects. Method of Deter- 
mining Viscosities, Determination of Specific Gravity by 
the Viscometer, Method of Testing Temperature Sense, 


Methods of Anaerobic Culture, by J. Holker. Useful 
laboratory tips.—Streptococcal Ulcerative Endocarditis 
of the Aortic Valves in an Infant aged Six Months, by 
J. H. Dible.—The Classification of Forty-eight Strains 
of Flexner Y and Allied Bacilli Mainly by Serological 
Tests, by E. M. Berridge and E. E. Glynn. The 
groupings found correspond roughly with those deter- 


? See THE LANcEeT, March 20th, p. 672. 





mined in other inquiries; there is no correlation 
between serological and fermentative reactions in the 
subgroups.—Agglutination in Bacillary Dysentery, by 
J. W. MeLeod and A. G. Ritchie. Freshly made emul- 
sions of dysentery bacilli react more with the sera of 
infected persons and less with those of normal people 
than old emulsions, and hence are more useful in 
diagnosis.—The Synthesis of Tryptophane by Certain 
Bacteria and the Nature of the Indole Reaction, by 
W. J. Logie. Certain strains of Bacillus coli and 
B. Friedlander can grow in proteid-free media and 
synthesise tryptophane; this capacity to make a 
ring compound corresponds with their vegetable 
nature. Indole ** formation,”’ as ordinarily understood, 
is a consequence of a diminished use of indole as 
tryptophane rather than a special formation.—The 
Absorption of Dyes and Inorganic Salts by Solutions of 
Lecithin, by J. Cruickshank. Lecithin in ethereal solu- 
tion extracts dyes and some salts from watery solutions; 
fats, fatty acids, soaps, and cholesterin do not act in 
the same way, The dye acquires the solubility of a 
lipoid while retaining its original colour.—The Gold Sol 
Test of the Spinal Fluid, by J. Cruickshank. Practi- 
cally useful, but many experiments leave it still an 
empirical test.—Preliminary Observations on the Physics 
of the Wassermann Reaction, by J. Holker. The rate 
of development of turbidity on mixing inactivated serum 
with guinea-pig-heart-cholesterin antigen differs in 
normal and syphilitic sera.—Adenomyoma Involving 
the Deum, by Clara Stewart. A tumour of apparently 
uterine origin.—Some Technical Points Relative to the 
Investigation of Variability among Bacteria, by A. E. 
Boycott.—The Killing of Tadpoles by Heat, by A. E. 
Boycott. The results are in accordance with a distri- 
bution of resistances on the normal curve.—A Case of 
Polycythemia Rubra, by W. E. Hume and A. F. B. 
Shaw. A full anatomical and histological account of a 
fatal case of splenomegalic polycythemia. 


Edinburgh Medical Journal. Vol. XXIV., No. 3. 
Edinburgh : Oliver and Boyd. London: 33, Paternoster- 
row. Monthly, 3s.; annual subscription, 30s.—Since 
the New Year this valuable monthly journal has 
been appearing in a new garb. Among the four 
original articles in the issue for March is a paper 
by Mr. James M. Graham on Transfusion of Blood 
in Cases of Hwemorrhage, which is a distinct con- 
tribution to our knowledge of the type of case in which 
blood transfusion can be applied with advantage. 
Mr. Graham has proved by direct experiment on dogs 
the immense gain that is made by using blood instead 
of saline solution in cases of extreme exsanguination, 
and the experience of the war has provided ample 
evidence that the same principle is clinically applicable. 
The field for blood transfusion in civil practice remains 
yet to be explored, and Mr. Graham has made an 
interesting beginning with the 12 cases that he records. 
These include melzna neonatorum, h#morrhage from 
gastric ulcer, hemorrhage and shock following ruptured 
ectopic gestation, and several cases of secondary 
hemorrhage following operation. As Mr. Graham 
points out, there is probably an exceedingly useful 
application for blood transfusion in cases of prolonged 
slow hemorrhage from a gastric or duodenal ulcer, 
since it is becoming evident that the hemorrhage tends 
to be arrested rather than encouraged by transfusion. 
Mr. Graham’s records do not include a case of hzmo- 
philia, but the effects, as he anticipates, would certainly 
be comparable to the very good result obtained by him 
in a case of melz#na neonatorum. He has used trans- 
fusion in two cases of purpura hemorrhagica, but is not 
yet willing to express an opinion on the value of the 
process in this disease. The same issue contains a 
clinical note by Dr. B. Soutar Simpson on a remarkable 
case of Diffuse Hypertrophy of the Breasts, and a 
critical review of a very searching character by Dr. J.S. 
Fraser on the Vestibular Apparatus. 





IN the review of Bonney and Berkeley’s ** Guide to 
Gynezcology,’’ which appeared on March 13th, the price 
of the work was given as 3ls. We are asked to state 
that this book was published at 31s. 6d. net. 
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The London Voluntary Hospitals. 


IT is notorious that the problems of London, in 
all matters of social administration and develop- 
ment, are different from those that present them- 
selves in areas not so immense. Centres of popula- 
tion that are less artificially separated into widely 
differing sections of wealth, status, and occupation 
more readily conform to general schemes, and for 
that reason the position of London, in respect of the 
voluntary hospitals, cannot be regarded as typical 
of what may prevail elsewhere. But at a time when 
the pecuniary position of all these charitable 
institutions is the subject of the gravest 
anxiety, the circumstances in the metropolis have 
an interest for the whole country. A statement 
has been issued by King Edward’s Hospital 
Fund for London on the present position of the 
London voluntary hospitals, setting out the nature 
of the problem which has to be faced to bring 
these institutions back to a level of solvency, 
and in this way showing that the impression of 
hopelessness, which might well have been derived 
from many of the public pronouncements on the 
situation, has not been warranted. Ominous the 
general position may be, but it is not desperate; 
and the message to be derived from an important 
document is that all precipitate meddling would be 
unfortunate and that the arousing of the public 
conscience is the first need. 

The calculations of those responsible for the dis- 
tribution of King Edward’s Hospital Fund are 
necessarily based each year on the figures dealing 
with the previous year, but from the surplus, 
deficits, and debts thus shown it is possible to 
make a rough summary of the general position 
of any institution or of a whole group. At the 
beginning of the war it was anticipated that the 
voluntary hospitals would be faced with imme- 
diate financial difficulties from increased prices and 
decreased contributions ; but the reverse occurred, 
and the crisis then expected has been postponed 
until now. The statement of the Fund shows 
that 1913 was a good year and 1914 a moderately 
good year, so that the money in hand from the 
period before the war could be used after the com- 
mencement of war, and could be eked out by a 
general postponement of building schemes. The 
next four years were all unpromising from a 
financial point of view for the London voluntary hos- 
pitals; 1915 was a distinctly bad year, while prices 
had now begun to rise ina threatening manner. But 
the hospitals were during this period obtaining War 
Office payments for the beds occupied by soldiers, 
so that it was not until 1918, when these payments 
ceased, while prices continued to rise, that the 
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pinch began to be badly felt. In view of the results 
of 1913 and 1914, the King’s Fund decided not to 
distribute money saved by the suspension of build- 
ing schemes or received from large legacies or 
other exceptional windfalls, until it was known to 
what extent the hospitals would be affected and 
which hospitals would need help most. The 
amounts actually distributed, on this basis, 
were as follows: In 1913 the Fund diséributed 
£157,500; in 1914, £140,000; in 1915, £140,000; in 
1916, £170,000; in 1917, £190,000; in 1918, 
£200,000; in 1919, £230,000. The increased dis- 
tribution in 1919 was due to the fact thut 
the total was based, not only on the figures 
for 1918, the last year of the war, but also 
partly on the anticipated post-war needs of the 
hospitals, especially the necessity of carrying out 
deferred renewals and repairs. To effect this 
increase the Fund had to draw to the extent of 
about £46,000 on the reserves created during the 
war by exceptional legacies. The figures for 1919 
are not yet complete, but the statement indicates 
that the year will end with a net deficiency of 
about £210,000 on a total annual expenditure of 
rather more than £2,100,000; that is to say, that 
with doubled general expenses, vast increases in 
the cost of therapeutic measures, and heavy 
additions to the numbers of beds, the voluntary 
hospitals were still able to meet out of their 
income for the year, including grants from the 
central funds, 90 per cent. of their bill. 

Why, then, should voluntary hospitals not be 
continued as such, for a considerable period at any 
rate, if after the ordeal of the war the pecuniary 
position is so little worse than previously? These 
hospitals, the gift of those who have to those who 
have not, with a great past behind them, possess a 
future of beneficent work, if only they receive 
adequate support from all able to give. Those who 
give are rewarded by the consciousness of their 
good deeds, and those that receive—the hospital 
patients—know that the first qualification is their 
physical need of aid, and the second their poverty. 
Patients may slip in who would be excluded if an 
inquisitorial examination of their means were to be 
instituted; and this we are far from demanding, 
for the knowledge that details of private life 
will be minutely examined might deter many, 
genuinely qualified by poverty as well as by 
sickness, from applying to the voluntary hospital. 
The question would appear, therefore, to be 
whether an increase of institutional treatment, 
under State «gis, for patients qualified by insur- 
ance or by the payment of fees within their means, 
may not be possible side by side with charity 
for those who can make no contribution. Until we 
are reasonably certain that a better scheme has 
been devised to take its place the voluntary system 
must hold good, as far as London is concerned, 
supplemented, but not supplanted, by public funds. 
The voluntary side can be relieved of persons 
whose means render them better suited for treat- 
ment elsewhere, or the hospitals can be subsidised 
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within limits without being deprived of their inde- 

pendence of control. The manual workman of 
the future, enjoying as a class higher wages than 
heretofore in proportion to the price of necessaries, 
may not be a fitting object of charitable aid; for 
the moment he is hardly in that position. In 
view of his contributions in bulk he may 
regard himself as paying his way to the full, but 
that is an error in arithmetic; while there 
will always be among us a proportion of our 
fellow-subjects for whom hospital treatment in 
times of severe injury or sickness will be in fact 
charitable aid. From the combined generosity 
of the prosperous citizen and the medical profes- 
sion has emerged the voluntary hospital; if the 
partnership is to be dissolved by the enforced 
retirement of the citizen his partners cannot be 
expected to carry on as the only voluntary workers. 
This contingency, it appears, can be for the time 
avoided in the metropolis by an increase of rather 
more than 10 per cent. of subscriptions, which 
ought to be promptly forthcoming. 


™ 
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Gastric Ulcer and the Surgeon. 

GASTRO-INTESTINAL affections are among the 
commonest of the ills which affect the community 
and anything which can be done to diminish 
them will be a great boon. Gastric surgery has 
barely come of age. but the last ten years have 
shown a rapid growth in appreciation of the 
character of the disorders for which surgical 
interference is in place. This is well seen in Mr. 
JAMES SHERREN’S Hunterian lecture, which appears 
in our present issue, and in the discussion on 
the Remote Effects of the Surgical Treatment of 
Gastric and Duodenal Ulcers at the Surgical 
Section of the Royal Society of Medicine, reported 
at length in THE LANCET of March 13th. Until 
comparatively recent times the only surgical treat- 
ment offered for an ulcer of the stomach or 
duodenum, which defied medical treatment, was 
gastro-enterostomy. This operation, after being 
praised to the skies, was found to give rise to 
many failures, and fell into disrepute. In the 
series of cases now reviewed by Mr. SHERREN the 
proportion of definite cures is high, and it will be 
instructive to inquire into the reasons for this 
advance. 

The first improvement lies in the proper selection 
of cases for operation, inasmuch as bad results are 
due more to injudicious selection of cases than to 
errors of technique. Help in this direction comes 
from improved methods of diagnosis, in particular 
from the chemical analysis of the ach con- 
tents, which we owe to the physiologist. More, we 
hope, remains to be learned from the chemistry of 
the secretions, and the trust is not misplaced that, 
with greater understanding, the evils we now labour 
to cure by operation may be prevented by medical 
and dietetic means. The second line of advance 
lies in improved technique, in order to avoid the 








of gastro-enterostomy in its early days—namely, 
regurgitant vomiting, peptic ulcer, and stricture. 
Mr. SHERREN rightly points out the value of a 
wait-and-see procedure; in any individual case the 
operation required can only be exactly determined 
after the abdomen is opened. Gastro-jejunostomy 
is still the operation of choice in the majority of 
cases, and this alone will bring about the permanent 
healing of ulcers which are not adherent. Ulcers 
which have perforated and become attached to the 
liver or pancreas do not heal completely after a 
simple short circuiting, and for these cases a 
partial gastrectomy is required. Mr. SHERREN tells 
us that the troublesome stricture of a gastro- 
jejunostomy opening is now known to be due to 
marginal ulceration following the use of un- 
absorbable suture material, and can be abolished 
by the substitution of catgut for silk or thread. The 
opening should be large, not less than 2) by 
3} inches, and should be situated at the cardiac 
end of the pyloric segment of the stomach, imme- 
diately above the duodeno-jejunal flexure. This 
position has the effect of lowering acidity which 
along with chronic stasis is the chief cause of 
chronic ulcers. Secondary jejunal ulcer may be 
prevented by avoiding the use of a jejunal clamp, 
which bruises the mucous membrane of the jejunum, 
and by attention to after-treatment. Should the 
post-operative test-meal show a high acidity, dietetic 
treatment should be directed towards reducing it. 

In taking stock of our knowledge of affections of 
the stomach and the methods of cure at our dis- 
posal, it is abundantly clear that we still have much 
to learn. Further, it appears that the problem is 
largely one for the chemist and physiologist. With 
them the surgeon should not fail to take counsel. 


_— 
eo 





Military and Civil Hygiene. 
THERE is something piquant attaching to the 
delivery of the Chadwick lectures by a Director- 
General of Army Medical Service, for the con- 
trast is in this way brought out between the 
hygienic administration of the whole community 
and that of a disciplined service. CHADWICK’s 
long life was spent in the cause of civilian hygiene, 
and if there is anything more clear than another 
it is that the practice of hygiene in a civilian 
community cannot be imposed by edict of a Ministry 
of Health, even when such exists. The health of 
the civilian community can only be built up on 
the basis of individual enlightenment in regard to 
the principles and practice of personal and family 
hygiene, and it will be complete when the know- 
ledge of the proper use of fire, air, earth, and 
water has covered the land. Sanitary authorities 
can, if they will, make it easy for this knowledge to 
be disseminated in practical and efficient channels. 
The civic life of the community and the public 
services run by it may be object-lessons for the 
individual citizens, but the ignorant, the prejudiced 





ill-effects which were found to follow the operation 





and the selfish man will continue able to spoil 
the hygienic circumstances of his own life and 
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those of his neighbours and relatives. Education 
is, as the late Sir ROBERT MORANT saw with 
prophetic clearness, the chief and in the final 
issue the only effective instrument of civil 
hygiene. 

Military hygiene, with aims and objects pre- 
cisely similar, has a different discipline. The Army, 
as Sir JOHN GOODWIN puts it, is fortunate in 
possessing a disciplined populace and a perfected 
organisation which permits of action for the com- 
munity as easily as for the individual. This is the 
strong position of military hygiene. Given the 
knowledge of what is to be attained, and how it 
may best be attained, there seems no limit to 
attainment, the instruction descending from the 
director-general to deputy after deputy until it is 
transmitted into action by the privates of the 
sanitary staff. For this reason, and CHADWICK 
would have been the first to admit it, military 
hygiene has made progress vastly greater than 
civilian hygiene, as is abundantly clear from two 
very able summaries of Past and Present Hygiene 
given by Sir JOHN GOODWIN, of which abstracts 
have already appeared in our columns. The 
success achieved is of a very high order, the most 
striking figures, perhaps, being those of sickness 
and mortality-rates among European troops serving 
in India in the years 1878 82 and 1912 respectively, 
the death-rate at the later period being 1 20 of 
that at the earlier. There are some who hold that 
the results might be even better were the director- 
general of Army Medical Services made master in 
his own house and not subservient to an adjutant- 
general. It appears anomalous that a branch of 
the services which has shown marked improve- 
ment in modern warfare should not have a 
seat on the Army Council, and there was con- 
siderable force in Colonel FREMANTLE’S presenta- 
tion of this point in the House of Commons last 
Monday, in which he was ably supported by 
Captain ELLIOT. 

Sir JOHN GOODWIN’S last lecture, which we print 
in abstract this week, takes a dip into the future, 
and we may consider with him how the lessons of 
the army surgeon are to be used for the civilian 
community. It is no small achievement that 
military and civil hygiene should have been brought 
together, and evidently it is desirable for them to 
continue to work in harness. In billeting there 
is one hygienic problem with two aspects, for 
when a military guest is billeted on a civilian 
host, the army has to protect itself by cleaning 
up local infections among the general population. 
Perhaps the most urgent and timely hygienic lesson 
of the war is the efficacy of simple materials used 
in an intelligent way. The lives of regiments were 
saved by the use of empty tins which a local 
sanitary authority would have consigned to the 
refuse heap. Our civil authorities have to learn 
that as much can be achieved with simple materials 
—mixed, as OPIE would have said, with brains—as 
by the‘use of complicated engines of hygiene. 
Small sanitary authorities, knowing nothing but 
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their inability to afford costly apparatus, should be 
roused to action. They will now have at their 
disposal many discharged soldiers who have been 
members of the Army Sanitary Staff, and many 
more householders who have been drilled year-in 
year-out in the elements of hygiene by diligent 
regimental officers. This sometime thankless work 
should yet bear fruit in a healthy countryside. 








Annotations. 


— 


“Ne quid nimis.” 


THE RE-EDUCATION OF MOVEMENT. 


FEW can have realised the difficult psychological 
problems involved in restoring perfect function to 
the man deprived by accident of the normal use of 
one or more of his limbs. In the discussion on the 
Re-education of the Amputated* at the Medical 
Society of London on Monday evening last Mr. 
VY. Warren Low, who presided, emphasised the 
rapid mental deterioration which he had long 
noted in civilian amputees who did not, at the 
earliest possible moment, resume their previous 
employment. At Roehampton, Mr. Muirhead 
Little stated in his instructive introductory 
address, 46 per cent. of military amputees were 
able after training to resume their civilian 
occupation, and another 21 per cent. to take 
up some active life. The remainder, an exact 
third of the whole, were referred back to their 
local pensions committees, and presumably mental 
deterioration was present in many of these. Jules 
Amar showed experimentally that 80 per cent. of 
disablement could be removed by the timely appli- 
cation of appropriate means. In the early years of 
the war re-education was largely a failure in this 
country, not on account of the badness of the 
material, but ,because the methods for dealing 
with it had not then been worked out. Soul- 
destroying mechanical movements were used 
to restore function, until it came to be realised 
that, as in primary education, it was essential to 
secure the interest of the pupil, and this implied 
purposive effort. Sir William Robertson, witness- 
ing the performance of exercises designed to 
strengthen the climbing muscles, said, why not 
climb? And the principle has been successfully 
extended without limit. Mimicry is probably only 
part of the explanation. Sir Arthur Pearson found 
that the blind man was the best instructor for the 
blind; contrary to scripture, he did not lead him 
into the ditch. And now in the orthopedic centres 
mutilated instructors impart the principles of their 
own success to those similarly mutilated. The rdle 
of Captain R. Maxwell, chief arm instructor to the 
Ministry of Pensions, as a sort of mannequin for 
artificial arms—he can wear and use more than 20 
varieties—has marked a further epoch in re-educa- 
tive methods. The full report of this meeting will 
afford inte?@sting reading. 


SURGICAL APPROACH TO THE UPPER ABDOMEN. 


FEAR of opening the thorax and, in so doing, of 
upsetting the mechanism of respiration has pre- 
vented thoracic surgery from making the advances 
seen in the operative treatment of the peritoneal 
cavity and its contents. This. fear was largely 
responsible for the policy of non-intervention in 
cases of gunshot wounds of the chest during the 
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early years of the war. Prior to the war it was 
thought necessary, in order to open the pleural 
cavity without danger, to employ some form of 
pressure chamber to avoid the collapse of the 
lung. Pressure chambers are cumbrous and 

expensive. It was impossible to use them on 
‘ any considerable scale in the field. But army 
surgeons, forced to operate without their aid, 
soon found, to their surprise and relief, that 
they could do so with safety. MM. A. Schwartz 
and J. Quénu, in an article’ entitled Chirurgie 
de la Zone  Frontiére Thoraco-Abdominale, 
point out to their French colleagues that the 
pneumothorax produced by operation does not 
constitute a serious risk nor one which should 
deter surgeons from using the thoracic route when 
it offers the best access to their objective. Direct 
access to the structures immediately below the 
diaphragm is impeded not so much by the costal 
arches as by the potentidl pleural spaces which 
extend down between ribs and diaphragm. The 
risk of infecting the pleura should not be a 
deterrent, for precautions should be taken to 
prevent it occurring. Based on this essential 
principle, Schwartz and Quénu have planned trans- 
pleural and trans-diaphragmatic operations for 
exposing and dealing with diaphragmatic hernia, 
affections of the upper surface of the liver on the 
right side, and with the cardiac end of the stomach 
and the spleen on the left side. They make the 
claim that this route gives better exposure than 
can be obtained by the incision of an ordinary 
laparotomy. The article is suggestive and worthy 
of consideration. 





SCIENTIFIC DIGESTS. 

“Ir the space occupied by a subject in German 
medical literature were any criterion of its importance, 
the partial antigens of the tubercle bacillus separated 
by the Deycke-Much method would claim considerable 
priority ...... no final judgment can be presented either 
on the theory or the practice of the Deycke-Much 
system until more confirmatory work has been done.’ 

These lines, taken from Medical Science for 
March, give an inkling of the difficulties and 
tediousness of the task which the Medical Research 
Committee has set itself in publishing a monthly 
summary of current medical literature. Of the 
thousands of medical papers published annually 
only a fraction represents new and interesting 
work. Shortly before the outbreak of war Professor 
Penzoldt, that great clinician whose recent seventieth 
birthday celebration evoked sympathetic interest out- 
side his fatherland, presiding at a medical congress 
at Wiesbaden, appealed to his colleagues to confine 
their publications to brief accounts of new and im- 
portant matter. He was not particularly successful. 
Naturally, no one pleads guilty to the reckless 
tautology of a parrot; and it is but human to 
believe that, whatever tares others may sow, one’s 
own products can be nothing but good seed. Hence 
the need for a sorting house, for a “ Centralblatt,” 
and still more for a sheaf of “ Centralblitter,” as 
Medical Science may well be described. As each 
section is edited by a specialist the digests 
gain in value by the running editorial com- 
mentaries with which several of them are 
punctuated. There is a natural tendency to deal 
with laboratory rather than purely clinical matter, 
and this is the less to be regretted as the Medical 
Review, under the able editorship of Dr. J. T. 
Conner, already supplies a monthly record of new 
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clinical work quarried from many sources. Since 
the first appearance last October of Medical Science 
a valuable addition has been made of a section 
devoted to biochemistry under the editorial super- 
vision of Dr. C. G. L. Wolf. All the sections show 
signs of fastidious discrimination, though there are 
wide differences in the handling of their material 
by the various editors. It would be invidious to 
distinguish between them; their team-work is all 
the more valuable for not being cramped by a rigid 
system. The two-line as well as the two-page 
abstract has its patrons, but we are glad to see 
that the two-word review has not found favour. It 


is wiser to ignore altogether publications of little 
or no value. 


RUBBER BANDS AS A SUBSTITUTE FOR 
LIGATURES. 


In the New York Medical Journal of Jan. 17th 
Dr. A. L. Soresi has advocated the use of small 
rubber bands for hemostasis instead of ligatures. 
His method is as follows. The nurse prepares 
artery forceps for use by slipping over them the 
rubber bands. The forceps are boiled, care being 
taken that they are not boiled so long as to impair 
the resiliency of the rubber. In operating the 
surgeon catches the blood-vessel or tissues in the 
usual way. He then slips the band over the blood- 
vessel or tissues by means of a thumb forceps ; 
this avoids the use of the fingers and possible 
infection therefrom. With a little practice this 
operation can be done so rapidly that the surgeon 
will find it advantageous to remove the forceps 
immediately instead of at the end of the operation, 
and so to prevent any inconvenience caused by 
their presence. It is recommended that several 
bands be placed on each forceps. Dr. Soresi holds 
that rubber bands are preferable to ligatures except 
when the ligature may become the centre of a 
calculus, as in the bladder, whether the ligature is 
absorbable or not. He claims the following advan- 
tages. Rubber bands are safer than ligatures, 
because there is no danger of late hemorrhage, due 
to the possible slipping of knots or the cutting of 
the tissues. There is no danger of hwemorrhage 
from an imperfect ligature, such as loose knots or 
the slipping of the ligature while it is being tied. 
The rubber band immediately and securely grasps 
the tissues. It does not cut the tissues, because its 
action is not due, like that of the ligature, to the 
tightness with which an inelastic thread is drawn, 
but to the resilency of the rubber. It cannot slip 
when being applied, because the forceps cannot be 
removed easily until the band is beyond the tips 
of its blades which are holding the tissues. It 
does not slip afterwards because the tissues 
immediately assume the form of figure of eight, 
the groove in the “eight” being made by the 
compression of the tissues. Further, it produces a 
mild irritation of the compressed tissues, which 
helps in securing its stability. It can be applied 
much more rapidly than the ligature. Even when 
the point of hemostasis is deep the band can easily 
be applied. It is better tolerated by the tissues 
than catgut, silk, orother material used in ligatures. 
The possibility inherent in all ligatures of the ends 
acting as setons is removed. As the band is never 
touched by the fingers after sterilisation this source 
of infection is abolished. Because of the gentler 
action of the band the tissues beyond preserve a 
certain vitality and are not condemned to rapid 
death and sloughing, as they are when the ligature 
is used. This is important in abdominal surgery, 
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in which the dead tissues beyond the ligatures 
become the centre of adhesions. Moreover, the 
death of the tissues beyond the ligature facilitates 
infection. Rubber bands are much cheaper than 
ligatures. 

Such are Dr. Soresi’s claims; up to the present 
he has used rubber bands only where largish blood- 
vessels were in question. His results he records as 
good. 


STANDARD CONDENSED MILK. 


THE appointment of an Interdepartmental Com- 
mittee by the Ministry of Health to consider the 
question of a standard composition for condensed 
milk is of importance, since there is a large demand 
for this food product, and whatever else may be 
said about this process of preservation, at least it 
saves a large quantity of milk, appreciated by a 
considerable section of the community. Its high 
nutritive value cannot be disputed. The question 
of standardisation presents difficulty, as the com- 
position of the original milk is variable, and the 
ultimate composition of the concentrated product 
obviously depends upon the length to which the 
condensation is carried. A guarantee could, of 
course, be founded on minimal limits in regard to 
percentages of constituents, and particularly fat, 
condensed milk being largely used for infant feeding. 
Correct dilution again depends upon the degree of 
concentration, and if a system of labelling be intro- 
duced the directions in this regard should be 
accurate. But a label setting forth an analysis of 
the contents of the tin would convey little meaning 
to the public and it is doubtful whether manu- 
facturers could certify exactly the composition of 
every consignment they sent out. After all, the 
main thing is to secure that the consumer gets 
an article of the “nature, substance, and quality 
demanded,” to quote Clause 6 of the Sale of Food 
and Drugs Act. 


THE FATE OF THE FEEBLE-MINDED. 


WitH the best intentions the various agencies 
concerned with the care of mentally defective 
persons continually get in each other’s way and 
expend their energies in antagonistic efforts. 
Narrow views are taken because only one aspect 
of the matter is studied. Voluntary workers are 
impatient of the restrictions imposed by the 
Legislature; public officials of all grades forget 
that “ the letter killeth”’’; judicial authorities hold 
divergent views about national policy and their 
functions in furthering it. Especially in regard to 
the need for interference with individual liberty is 
there discord. One body of public opinion con- 
siders it a matter for congratulation when for any 
reason attempts to obtain or maintain control of 
defectives break down, while another resists with 
all possible vigour any effort to remove such 
persons from institution care. In both cases the 
limitations of our knowledge are primarily re- 
sponsible for the difficulty. Valuable information 
bearing upon the subject is to be found in a paper 
by Dr. Walter Fernald,’ the widely known director 
of the Massachusetts School for the Feeble-Minded, 
who has recently collected particulars of the fate 
of the patients discharged from that institution 
during a period of 25 years. Of 1537 persons 
discharged he has been able to follow up the 
history of 646. Stated summarily, his results 
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show that of 470 males 250, however profit- 
less they might be to the community, did not 
in fact constitute any serious menace to it. Of 
the remainder 54 had died, 68 had been readmitted 
to Waverley, 23 had been arrested for crimes or 
misdemeanours, and 75 had been committed to 
various institutions. 176 female patients were 
traced, of whom 24 had died, 33 had been readmitted 
to Waverley, and 29 had been committed to other 
institutions. 52 of the remaining 90 “are 
apparently giving no trouble,’ and of these 11 are 
married and are “living useful and blameless 
lives,’ while 8 unmarried women are “ self-support- 
ing and self-controlling.” Naturally the patients 
who are doing satisfactorily are those presenting 
the slighter degrees of mental defect. These 
results should, as Dr. Fernald says, “ be interpreted 
with great caution,’ but they suggest that the 
beneficial effects of institution care may be more 
permanent than some experienced workers among 
the mentally defective have supposed likely. 


THE WHEREABOUTS OF ENTERIC CARRIERS. 


ENTERIC fever is now an exceptional disease in 
London and most county boroughs. It still prevails 
in many of the smaller sanitary areas, and in 1917 
caused 977 deaths. The two chief endemic sources 
are shell-fish and carrier cases, and the latter are 
probably the source of most of the outbreaks that 
now occur. In the Medical Officer for Feb. 7th 
Dr. E. Lewis-Lloyd, medical officer of health of 
Merionethshire, reports an outbreak comprising 
23 cases occurring at Towyn from 1909-1918. Water- 
supply, sanitation, and other possible causes having 
been excluded, the source was finally traced to milk 
provided by one farm. Although local regulations 
required the cleansing of the cows’ teats and udders 
and the hands of milkers, it was found that both these 
practices were habitually neglected. The four 
milkers were examined by the Widal test and two 
gave a positive reaction, although neither was 
known to have suffered from enteric fever. The 
feces and urine of the two positive cases were 
then examined for typhoid bacilli and these were 
found in one case, who was thus shown to be the 
innocent cause of the outbreak. We are assured 
that steps have been taken to prevent further 
danger from this source, and it is to be hoped 
that these include such provision as will make it 
improbable that the infected milker will ever again 
be engaged in the production of human food. 
Such persons require to be treated as suspects for 
life, or until, at least, three successive bacterio- 
logical examinations at prolonged intervals have 
shown their freedom from infection. That is 
the present rather hopeless position in regard to 
carriers, although work such as that of Dr. 
J. W. Brownlie on diphtheria convalescents, 
given on p. 706 of this issue, affords at least 
a prospect of radical cure. As most health 
departments do not possess a staff adequate 
for supervising the movements of suspected 
persons, it seems desirable that the police should 
undertake this duty and report any change of 
address to the medical officer of health. An 
instance occurred not long ago in an eastern 
county where a carrier, whose dangerous pro- 
pensities had just been established by an enter- 
prising medical officer of health, forsook the 
neighbourhood, leaving no address. But although 
hygienically criminal the carrier deserves every 
consideration for what, after all, is morally an 
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innocent failing. Should there be any question of 
difficulty in obtaining suitable work, he should 
certainly be allowed sufficient pecuniary assistance 
to make it unnecessary for him to return to his 
former occupation. The Ministry of Health might 
well keep a record of all carrier cases and require 


a yearly report on the condition and occupation of 
each. 





THE CHEMOTHERAPY OF THE PHENOLOLIPOIDS. 

THE search for substances which, like thera- 
peutic serums, have a specific elective action in 
infective diseases has given rise to the important 
branch of chemotherapy in the field of experi- 
mental therapeutics with its successful results in 
protozoal diseases. Similar trials have been made 
in certain bacterial diseases for which a definite 
immunotherapy is not yet discovered. Chemo- 
therapy, however, has an original defect in its 
application to bacterial diseases in general, for 
such substances besides being parasitotropic are 
also organotropic, and only those could be used 
as drugs which possess these two properties in due 
proportion. Hence it is necessary to find substances 
which are feeble in organotropism and strong in 
parasitotropism, and which, moreover, have the 
possibility of counteracting the effects of the 
toxzemia caused by the infection itself; in other 
words, they should be antibacteric aid antitoxic 
at the same time, like the therapeutic serums. 
This problem has stimulated the experiments of 
Dr. Cesare Piazza, of Palermo, who publishes his 
results in a recent number of the Annali di Clinica 
Medica.' He turned his attention, on the one 
hand, to phenol, well known for its parasitotropic 
and organotropic action, and, on the other, to 
the various normal lipoid constituents of the 
living organism, the antitoxic action of which 
has been established by numerous researches. On 
these lines he endeavoured to obtain combina- 
tion products uniting these two properties, which 
should be capable of causing, directly or indirectly, 
the death of the bacterium, of neutralising its 
toxins, and at the same time of being innocuous to 
the infected organism. Compounds were thus 
obtained with phenol and various lipoids, such as 
yolk of egg, cerebral substance, cholesterine, and 
lecithin, with camphor as the connecting link. 
These substances presented several common 
characteristics; they were nearly all semi-fluid 
in consistency and soluble in ether, benzol, 
chloroform, olive and essential oils. They were 
nearly all soluble in chloroform in proportion 
of 1 in 20, and when the solution was 
brought into contact with concentrated sulphuric 
acid gave rise to a green coloration passing into 
red. The particular substance, which presented a 
constant chemical composition, complete stability, 
and definite physico-chemical properties, was named 
by Dr. Piazza phenololipoid H, and was formed by 
the union of phenol with cholesterine and camphor. 
It is homogeneous, of pasty consistence, and whitish 
colour, melting at 70°C., solidifying at 15°C., and 
having a camphoraceous odour; it is insoluble in 
alcohol, acetone, glycerine, caustic alkalies, mineral 
acids, and water. Intravenous injections were 
toxic to guinea-pigs in doses of 1°5 cg. per 
100 g. body weight, but subcutaneously it could be 
injected freely without disturbance even up to 
15 cg. per 100 g. The antitoxic action of phenolo- 
lipoid H was investigated on tetanus, diphtheria, and 
typhoid toxins, by bringing them into contact for 





' Annali di Clinica Medica, 1919, Anno viii.-ix., Fasc. iv., via 
Principe Belmonte 71, Palermo. 





varying periods of time and in special conditione. 
In the same way its action on emulsions of typhoid, 
dysenteric (Shiga), pneumococcal, streptococcal, and 
coli bacilli was tested. The results of these 
experiments proved that the phenololipoid H 
united in itself the parasitotropic action of phenol 
and the antitoxic action of cholesterine, the former 
being shown by the inhibition of bacterial develop- 
ment after a given period of contact, the latter 
by the neutralisation of the toxins of tetanus, 
typhoid, and diphtheria. It was, however, free 
from the organotropic action of phenol, having 
no local caustic or anzsthetic properties, nor had 
it any action on the red blood corpuscles or 
muscular fibres, and, in fact, realised the precise 
requirements of a chemotherapic agent, both 
antibacteric and antitoxic. Dr. Piazza’s communi- 
cation is in the nature of a preliminary note, and 
we await with interest further developments. 





COMPLIMENTARY DINNER TO SIR JOHN 
MACALISTER. 


THE complimentary dinner given to Sir John 
MacAlister by the Royal Society of Medicine on 
March 18th proved a very successful function from 
the only point of view that mattered—that is to say, 
that:the acknowledgment of the profession of the 
services rendered by their guest to the cause of 
medicine was as sincere as it wasimposing. More- 
over, it was not to the recent knight that the 
compliment was being paid, but to the Secretary of 
the Society since 1887, through whose labours it 
was mainly brought about that the Royal Medical 
and Chirurgical Society had developed into the Royal 
Society of Medicine. The gathering at dinner was 
large and representative, and three of the speeches 
set out the history of the Society and its 
transformation, though all had “ Our Guest” as 
their common theme. After a brief tribute from 
Sir Humphry Rolleston, chairman of the dinner, 
to MacAlister’s qualities, Sir William Church spoke 
for the Berners-street period, and mentioned that 
their would have been no Hanover-square period 
had it not been for MacAlister’s energy. Sir 
Rickman Godlee spoke for the Hanover-square 
period, and alluded to the skill of the secretary of 
the Society in husbanding the resources; and Sir 
Francis Champneys described the activities of the 
Society upon its arrival in its present home in 
Wimpole-street. To Sir Arbuthnot Lane fell the 
more genial task of introducing “the man” rather 
than his secretarial exploits to the company, but he 
also pointed out the great things pecuniarily that 
MacAlister had done for the Royal Society of 
Medicine. The health of Sir John MacAlister, 
with which was coupled the health of his wife, was 
then drunk with acclamation. In a quiet eloquent 
reply, Sir John MacAlister reviewed the parts 
played by the recent officers of the Society in 
erecting it into prosperity. The occasion was a 
notable one both for the quality of the gathering 
and the sincerity of the tributes paid to Sir John 
MacAlister as official and as friend. 


EXPERIMENTAL TYPHOID. 


ALTHOUGH the etiological relationship of 


B. typhosus to typhoid fever has long been estab- 
lished beyond all reasonable doubt, the fact remains 
that the comparative failure to transfer the disease 
to animals has always required a more or less 
roundabout explanation. The habit of explaining 
things away has been described as “a running sore 
of the mind,’ and we are all the more pleased 
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therefore that we are no longer compelled to 
indulge in this common, though repugnant, habit, 
in speaking of the typhoid bacillus and the 
fever to which it gives rise. Recent work’ of 
Besredka has thrown a clear light on problems 
which have hitherto been wrapt in obscurity. 
Besredka’s study of infection may be briefly 
summarised as follows. The rabbit has been found 
to be the most sensitive of the common laboratory 
animals to the typhoid bacillus and the pwuison it 
secretes. The effects produced depend upon the 
virulence of the organism and upon the route by 
which the organism is administered. Strains of 
B. typhosus which have been maintained for many 
generations in culture on artificial media are apt 
to lose some of their pathogenic power, and the 
results obtained by inoculation therefore vary 
considerably. With a very virulent strain injection 
directly into a vein may be followed by death 
within 24 hours. With ordinary laboratory cultures 
an illness of variable intensity is usually obtained. 
Post-mortem examination of animals thus treated 
shows that the bacilli are almost completely 
confined to the biliary tract and the upper 
reaches of the small intestine. Subcutaneous 
inoculation is less harmful than intravenous, and 
administration by the mouth is entirely innocuous. 
A rabbit may be fed with enormous numbers of 
typhoid bacilli, and beyond the production of 
agglutinins in the rabbit,no effects are noticed. 
Besredka has shown, however, that the simple 
expedient of giving a rabbit a few cubic centi- 
metres of ox-bile some hours before feeding it with 
typhoid bacilli renders the animal sensitive. An 
acute illness follows in from one to four days, accom- 
panied by diarrhcea, loss of weight, and profound 
prostration. The animal dies in from 3 to 15 days. 
The part played by the bile appears to be somewhat 
complicated. Acting as a cholagogue it stimulates 
the secretion of bile which flushes the small 
intestine clean. The excess of bile ruptures the 
integrity of the mucous membrane of the small 
intestine and thus provides the bacilli which are 
swallowed later with an opportunity of gaining an 
entrance into the blood stream. Further, the 
presence of bile in quantity no doubt assists the 
rapid multiplication of the invading bacilli. 





THE MEDICAL SCHOOLS OF SOUTH AFRICA. 

THE publication in the Medical Journal of South 
Africa of the plans for the Medical School iu 
Johannesburg, now under construction, recalls a 
curious omission. The Medical Act of 1886, Part II., 
contains regulations for the inclusion in the 
Medical Register of the names of certain colonial and 
foreign practitioners holding diplomas recognised by 
the General Medical Council. The power of defining 
the countries to which this part of the Act shall 
apply belongs to the King in Council, and a fresh 
Order in Council is necessary before the Act shall 
be deemed applicable to any country other than 
those named in the tables appended thereto. The 
foreign lands at present scheduled are Italy, Japan, 
and Belgium—reciprocal facilities being given— 
and the British possessions are Australia, Canada, 
Ceylon, Hong-Kong, India, Malta, Newfoundland, 
New Zealand, and the Straits Settlements. The 
absence of South Africa from such a representative 
list has caused comment in the past in view of the 
large University at Capetown. Now that the attached 
medical school and a new school at Johannesburg 
are being organised, equipped, and staffed on 


1 Bull. de I'Inst. Pasteur, xviii., No. 4, Feb. 29th, 1920, p. 121. 





modern lines to supply the whole course of 
medical studies, application is doubtless being 
made in the proper quarter for an Order in Council 
as a preliminary step to the recognition by the 
General Medical Council of the,degrees con- 
ferred. Another anomaly that calls for adjustment 
on somewhat parallel lines is the refusal of the 
University of London, unlike Edinburgh and Dutch 
universities, to recognise the Cape matriculation as 
exempting from the London matriculation. This 
is one of the minor grievances of the native born 
and educated South African, and resented so keenly 
that by way of reprisal the South African School of 
Mines and Technology (University of South Africa) 
has hitherto denied admission for the diploma 
course to students who have only matriculated 
in England. The attitude of the University of 
London is doubtless based on the lower standard 
required for the Cape matriculation, but this 
difficulty would appear capable of solution by 
negotiations for a levelling-up of the standard or by 
recognition of passes in the first class only. In the 
present state of unrest in South Africa—evident 
from the recent elections—the desirability of 
avoiding any unnecessary sense of irritation with 
the home country and of forging further links of 
unity cannot be overstated. 





THE ASSOCIATION OF SURGEONS OF GREAT 
BRITAIN AND IRELAND. 


A PROVISIONAL programme has now been drawn 
up for the first annual meeting of this association, 
which will take place in London in May under 
the presidency of Sir John Bland-Sutton. An 
address will be delivered on the first evening, 
Thursday, May 13th, by the President. On Friday 
a discussion will be held at the Royal College 
of Surgeons of England in the morning on 
the Ritual of the Surgical Operation. The after- 
noons of Friday and Saturday will be employed 
in seeing operations and selected cases at the 
various London hospitals. On Saturday morning 
at the College there will be three short addresses : 
by Professor Arthur Keith on the History of the 
War Collection; by Sir George Makins on Selected 
Specimens of Wounds of Vessels; and by Sir 
Cuthbert Wallace on Gunshot Injuries of the 
Abdomen. The specimens in the war museum of 
the Royal College of Surgeons will be on exhibition. 

THE Middlesex Hospital desire it to be known 
that the course of instruction for the D.P.H. 
advertised in THE LANCET of last week, p. 41, with 
the heading ‘‘ University of London,’ should have 
been headed “The Middlesex Hospital Medical 
School (University of London).” 


AN Order in Council, dated March 11th, sets up 
the Medical Research Council, to incorporate by 
charter the present members of the Medical 
Research Committee. Section 3 of the Ministry of 
Health Act, 1919, enacted that the duties hereto- 
fore performed by the Committee should. after the 
date of the commencement of the Act—namely, 
April lst, 1920—be carried on under the direction of 
a special committee of the Privy Council. The 
Lord President of the Council, the Minister of 
Health, the Secretary for Scotland, and the Chief 
Secretary for Ireland, for the time being, constitute 
this special committee, the Minister of Health to 
preside in the absence of the Lord President, and 
the secretary of the Medical Research Council to 
act as its secretary. 
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SIR ROBERT MORANT: 
AN APPRECIATION BY DR. ADDISON. 


Sir Robert Morant was more than a great public 
servant. He was a great patriot, a man of tireless 


self-sacrifice and deep enthusiasm. He was perhaps 
better known than many leading civil servants, but, in 
common with them, the full variety and the greatness 
of his work could only be fully known to those who 
worked with him. 

My first close personal association with him was 
during the fierce political controversies which arose 
over the introduction of the National Health Insurance 
Act. He grasped at once the immensity of the task and 
the character and the extent of the organisation neces- 
sary to cope with the enormous mass of detail involved. 
Often in the struggle against time, as the day drew 
near for bringing the different services into operation, 
he would say, in his nervous, masterly way, that 
this or that could not be done. Yet it was done. It 
was done, because a man was in charge who had an 
indomitable spirit, an infectious energy, and a singular 
capacity for gathering around him a team of younger 
men whose standard was efficiency. He tolerated no 
inefficiency and was impatient of failure to act accord- 
ing to principles laid down. At the same time he was 
peculiarly sympathetic, often tender, to lowly members 
of his staff, and I have never known him fail to spare 
others rather than spare himself. Had his consuming 
conscientious energy been less active, he might perhaps 
be with us still. 

Many atime in those days we tried to forecast the 
order of development and the nature of a system of 
organised health services which the nation so sorely 
needed. None was more conscious than he was of the 
difficulties in the way and of the time that would be 
required in overcoming them. Yet he was not dismayed 
when he realised that it would be necessary to deal 
with a medley of interests and authorities, an 
antiquated and cumbrous system of the Poor-law, a 
lack of trained personnel in all directions, a mass of 
vehement, deep-rooted prejudices, and, above all, with 
the common habit of thought that national health 
services were solely associated with physic and doctor- 
ing. He loved to talk of these things and longed to 
have a hand in the working. Often enough he would 
speak despairingly when he thoughtof the vicissitudes of 
political life, of the slowness of things, and of the lack 
and accidents of opportunity. When he fretted thus 
it was only because his eager spirit was anxious to be 
at work. 

Among the many facts which the war made manifest 
was the urgent need of an organised system of health 
services, and I believe that he achieved one of the 
chief ambitions of his life on the day when it was my 
high privilege to ask him to become the first secretary 
of the first Ministry of Health. He saw before him an 
opportunity for years of useful work in the things he 
loved, and as a great practical idealist he rejoiced in the 


prospect. He never got lost in the thicket of details, 
of arrangements, rearrangements, adjustments, con- 
ferences, discussions, delays, and difficulties which 


attend the development of a progressive policy. All the 
time he knew where he was going, and his smallest 
actions were purposeful and designed to help things 
forward. He had the priceless gift of a wide view 
whilst retaining command over near and detailed work. 

The tragedy of his loss would appal us all were it not 
for the unforgettable example of his dauntless courage. 
Those who really knew him loved him even for his 
foibles. There was nothing petty about him. Whena 
course of action had been decided upon, he pursued it ; 
the doubts and questionings that had preceded its 
decision having been carefully examined and estimated 
were cast behind him; whether he agreed in all respects 
or not he went straight on when the course was decided, 
and that annoying habit of lesser men of bringing up 
again and again all sorts of pointless questionings was 
never his. A great reasoner himself, he respected 
reasoning in others, and his masterful manner did not 





arise from any love of domination for its own sake, but 
from what he felt to be the necessities of the case. He 
was ready enough to subordinate himself and modify 
his views, and he looked for a similar practice in others. 
The cause was the only thing that mattered to him. 

He was an inspirer of others, a magnificent chief of 
staff, greedy for labour in a worthy cause, a despiser of 
trifles and an affectionate and loyal friend, a tower of 
strength to whatever he supported, a devoted and 
splendid citizen. We are made poorer as a people by 
his loss. We are shocked by the tragedy of his death 
at the moment when he seemed to have the fullness 
of his power and opportunity. In our sorrow we can 
but reverence his memory and pay the tribute that he 
would value most in striving with all our might to 
imitate his great example. C. ADDISON. 











THE PHYSICAL CENSUS. 


i. 


BEFORE detailing the outstanding results of the 
physical census conducted in 1917-18 and recorded in 
the Report of the Ministry of National Service, it is 
necessary to indicate the notation employed. All 
doubtless are familiar with the categories of the Army 
Medical Board. 


‘* A,’’ men physically fit for active service at the frout. 

‘* B,” men able to undergo a considerable degree of physica! 
exertion and with fair hearing and vision, but in con- 
sequence of partial disabilities unable to stand severe 
strain ; fit for any form of service overseas but not for active 
service at the front. 

“CC,” men who in consequence of physical disabilities 
cannot undertake marching but can be employed for less 
arduous and more sedentary occupations. 


‘* D,” the rejected, unfit for any form of military service. 


We owe to Professor Arthur Keith the translation of 
these categories into Groups I. to IV., which is a 
more scientific subdivision of the material in the terms 
of the polygon of frequency. Professor Keith worked 
on the assumption that physical fitness—the quality 
which separates men into grades—would be distributed 
amongst recruits exactly as are certain qualities capable 
of exact measurement, such as stature. Of a thousand 
Cambridge students measured for stature, those measur- 
ing 5 ft. 9 in. formed the largest group. Those measuring 
more and less than this tailed off inch by inch on either 
side of this mean with striking symmetry. Applying this 
method to general physical efficiency, he lays down that 
in a normal population measured for height, weight, 
and chest girth 70 per cent. should be included in 
Grade I., which is constituted of the mean or largest 
class, and also comprises all above the mean and the 
class just below the mean; 20 per cent. should con- 
stitute Grade II. (corresponding to the ‘‘B”’ men); 
75 per cent. Grade III. (the *‘C’’ men); and 2°5 per 
cent. Grade IV. men, or rejects. Thus, from a military 
point of view, each 1000 men of the adult population 
should provide— 


700 (seven companies) of Grade I. 

200 (two companies) of Grade II. 
75 (seven and a half platoons) of Grade III. 
25 (two and a half platoons) of Grade IV. 


This we may speak of as Keith’s “‘ index of efficiency.’ 
Giving each man of Grade I. the value = 1, and the 
men of the other grades a value equal to 0°75, 0°5, and 
0°25 respectively, the total value of 1000 men of the 
normal population should sum up to 893°75 units of 
fitness. He therefore speaks of 89°3 as ‘‘ the index of 
fitness.’’ 

The main results received may be thus reviewed: 

1. During the year 2,425,164 men presented them- 
selves for examination and re-examination (these latter 
comparatively few in number, so that they do not 
materially influence the results). 

2. Instead of there being found 700 Grade I. 
per 1000 there were found only 359; 
Grade III. men there were 312 (‘*C” 


men 
instead of 75 
men) and 104 
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Grade IV. men in place of a normal 25. Or taking the 
actual number of examinations during the year :— 


I. Il. 


Actual number placed in each t 
grade . aly. od 


Ill. rv. 


871,769 | 546,276) 756,859 250,280 
Number anticipated from } 
or. aceammaeain by Keith's ¢ 
‘standard \ 


1,697,595 | 485,040 | 181,902 60,647 


— 825,826 189,633 





+ 61,236) + 574,957 + 
Or, roughly, out of 24 million men there was a shortage 
of 825,000 men fit for active service, and the alarming 
excess of no less than 575,000, or more than half a 
million C men and 190,000 D men. 

3. The incidence of this deficiency of Grade I. men 
and excess of Grade III. men varied greatly in the 
different regions, and particularly in the different 
regions when account was taken of the predominant 
occupations. The London and South-East district 
yielded only 28°2 per cent. A men (in place of 70), 
Scotland yielded 44°2, and Wales 46 per cent. The best 
returns came from Wales, the worst from London and 
the South-East region. There was a difference of 
almost 10 per cent. in the index of fitness of these two 
regions. 

Certain localised districts gave figures above 
Keith’s standard. The subjoined table, giving the 
results of the medical examination of different groups 
of men aged between 18 and 25 in Yorkshire, indicates 
very significantly the direct relation which exists 
between occupations and re: condition : 


well 





Oce upation. Grade III. 


Geum Be 
Agriculturists Ast group) an 748 
Miners 


os 9°4 
n 164 114 





Keith's standard 70°0 ‘3 





Agric ulturists (2nd group) ; 
Miners ( 
Agriculturists ... 
Engineers ... : 
Iron and steel workers 
Lace workers . 

Woollen trade . , 
Woollen trade (2nd group). 
Tailors... “ E 


8 


Be 
ow 


62°0 
609 
60'2 
45°0 
A'6 
375 
39 





It will be observed that (coal) miners and agriculturists 
show far and away the best grading results, and that 
among them Keith’s standard may be exceeded. Mining 
and agriculture are both industries which were highly 
protected against recruitment, and the men who were 
ultimately combed out in 1918 may be regarded as 
typical of their class from a physical standpoint. At 
the other extremity of the scale come the workers 
in cotton and woollen mills; 290 cotton operators 
examined by the Stockport board in April, 1918, yielded 
only 19°6 per cent. of Grade I. men, and had an index 
of fitness of 57°9 in place of 83°9. In the same month 
5001 men examined at Leeds gave 40°5 per cent. 
Grade I. men, and 31°l per cent. Grade III., while 
8919 men at Sheffield gave 66 and 13°6 per cent. 
respectively. Or taking the combined results of 
January, April, and June, out of 1000 men, Sheffield 
yielded a _ battalion made up of six companies, 
Leeds one made up of only 2°85 companies. Even 
Sheffield is a company short of the normal. It 
is difficult to arrive at any other conclusion than 
that either the woollen industries of Leeds attract 
men of painfully low physique, or that the result of 
working, under the conditions present in the woollen 
mills, is to bring about a rapid, not to say appalling, de- 
terioration in the physical condition of the operatives. 
The Commissioner of the region attributes these results 
in Leeds to the following factors: (a) the large number 
of back-to-back houses ; (b) the very large alien popula- 
tion engaged in tailoring at home under very bad 
sanitary conditions; (c) the large number of women 
employed in clothing and other factories, this circum- 
stance tending to favour the incidence of rickets in their 
children with lowered physical condition later in life ; 





and (d) the frequency of infantile paralysis. The 
industrial population of Sheffield is almost entirely em- 
ployed in the iron and steel industries, work requiring 
men of good physique, and there female labour is at a 
minimum. 

The qualities of the information afforded by the 
report in these directions are thus indicated ; full returns 
are promised with tables for the whole country. But 
the value of the figures, and the weight that may 
safely be given to them, can be estimated, as will be 
shown. 








MEDICIN ND THE LAW. 


The Law Relating to Coroners. 

THE Home Office is engaged in working out the 
details of the long-promised Bill to amend the law 
relating to coroners and the holding of inquests. It is 
more than 30 years since the last important Act 
amending and consolidating the law relating to coroners 
was passed. Ten years ago the committee presided 
over by Sir Mackenzie Chalmers expressed in its report 
its astonishment at ‘‘the good work done by coroners 
with out-of-date and imperfect machinery.” The 
committee went on to make many suggestions for 
improving the provisions of the Act of 1887, most 
of which await the consideration of the Legislature. 
It recommended the prescribing of a professional 
qualification for coroners, the majority of whom at that 
time were found to be solicitors, some barristers, and 
a good many medical men. Others, however, had no 
professional qualifications. It dealt with remuneration 
and expressed itself in favour of fixed salaries and as 
adverse to the income of the coroner being dependent 
upon the number of inquests held by him. It dealt 
also with the desirability of an age-limit, and 
of pensions on retirement, and recommended that the 
eoroner should be ex officio a justice of the peace. 
The authority to order a post-mortem examination, 
otherwise than as part of an inquest, was one of the 
most important powers that the committee advised 
should be given to coroners, and one with which 
coroners, and especially medical coroners, had long 
asked to be invested. 

The committee also was of the opinion that for the 
procedure of the coroners’ court a rule-making authority 
should be constituted to replace the limited powers of 
the Lord Chancellor to prescribe forms under section 18 
of the Coroners Act, 1887. Some of its recommendations 
affected the making up of jury lists and other questions 
relating to juries. No doubt the present power to 
dispense with juries, due to the exigencies of war, will 
have afforded useful experience, by which those 
responsible for the coming Bill will have profited. The 
viewing of the body will be another point which pre- 
sumably will have received consideration. The question 
of the selection of medical witnesses, and that of their 
remuneration, will require adjustment in terms of the 
present cost of living. The recommendations of the 
committee will, no doubt, be carefully weighed. 
Ten years constitute a long interval between the 
obtaining of advice in a matter of public interest and 
the carrying of it into effect. 


The Detention as Lunatics of Ex-Service Men. 

A question was asked recently by Colonel Wedgwood 
in the House of Commons as to how many persons are 
being detained in public or private lunatic asylums, and 
as to the number of these who are ex-Service men, 
voluntary boarders, or temporarily detained respec- 
tively. The answer given by the Under Secretary for 
Home Affairs, replying for the Minister of Health, referred 
to England and Wales, the total number of patients given 
being 96,344 (males 42,294, females 4050), of whom 3739 
are ex-Service men classified as such and a few are 
ex-Service men not so sanctioned by the Ministry of 
Pensions or whose sanction is pending. The voluntary 
boarders in private asylums are 270 (males 108, females 
162), none being temporarily detained. From these figures 
no inference can, of course, legitimately be drawn as to 
whether any increase of insanity or degeneracy has 
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taken place recently. Progress in the study of mental 
unsoundness is likely to lead to an increase in the 
number of persons treated in institutions. There are, 
however, obviously no statistics available as to 
the number of persons to whom such treatment 
might be beneficial, and Sir H. Brittain’s question 
whether ‘‘ we have any statistics showing how many 
persons are at large who ought to be in asylums”’ 
remains unanswerable. The honourable Member might 
have had difficulty in assigning a meaning to the word 
‘ought’’ in such a connexion. On the same occasion 
Lieutenant-Commander Kenworthy asked whether it 
would be possible to concentrate the ex-Service 
men in one or two establishments and give them 
special treatment. Major Baird intimated that he 
would not reply to this question without notice. 
An answer might, however, have been given that 
such a course would be possible if any advantage 
could be proved to be obtainable by such a course 
sufficient to render it worth while. Special institutions 
for ex-Service men might or might not be more 
agreeable to them and to their relatives. Those 
mentally unable to realise their surroundings would 
not be affected, while the convalescent might prefer to 
be nearer their homes. Relatives of both classes 
would wish to visit them without having to travel to a 
distance in order to do so. There would then remain 
the further question whether men _ suffering from 
similar causes connected with their hardships and 
experiences in the war would benefit by being 
congregated together. That is a question with a quite 
important medical side. 


Medical Grounds for Refusal to Marry. 


Mr. Justice Darling, sitting without a jury, recently 
awarded one farthing as damages in an action for 
breach of promise of marriage, and refused to order the 
payment of costs by the defendant. The case was of 
interest owing to the defendant admitting a promise to 
marry made before 1914, and at the same time denying 
the allegation of the plaintiff that he had made a 
promise in August, 1918, to marry her, and pleading that 
owing to injuries received in France he had become 
physically and mentally unfit for marriage and its 
obligations. This he had realised in the autymn of 
1918, when he had informed the plaintiff of his con- 
dition. Medical evidence was given in support of his 
decision, and was to the effect that at thattime marriage, 
and even the excitement of the ceremony, would have 
been injurious to him. Mr. Justice Darling, after 
reviewing the evidence, expressed the opinion that in 
the interests of both parties the conclusion arrived at 
by the defendant was a very reasonable one. Many 
might regard marriage as a mere trifle, and bigamy as 
only a little more serious, but, in his lordship’s view, 
marriage, still nominally a contract for the life of both 
parties, Was a very serious undertaking. This it would 
remain, however the law might be altered, for the 
reason that it generally resulted in the birth of children. 
The marriage under discussion might have resulted in 
the birth of children who would have been a burden to 
the State. This was to be gathered from the medical 
evidence, and if the plaintiff had married the defendant 
her life might have been one of misery. His lord- 
ship expressed himself in accord with the 
propounded by Lord Bramwell in a_  dissentient 
judgment in the Court of Exchequer Chamber, in the 
case of Hall v. Wright (El. & E. 746). Lord Bramwell 
there said that it was implied in the marriage contract 
that the man or woman should be able to carry it out 
without danger to life and without danger of producing 
idiots or children of that type. The Court of Exchequer 
Chamber declined to adopt that view, and held that 
such a term was not implied in the marriage contract, 
but Mr. Justice Darling believed Lord Bramwell to be 
right. He would be prepared to say that the defendant 
was right in refusing to marry the plaintiff provided 
that he was in such a state that marriage would be 
dangerous to him and disastrous to the State by the 
begetting of idiot children. His lordship was, however, 
unable to say that the medical evidence went to the full 
extent of the proof needed, and in that it failed in this 


views 





the contract had been broken without legal excuse and 
the defendant’s plea was not established. Judgment, 
therefore, must be for the plaintiff. 

Proceeding to assess the damages, Mr. Justice Darling 
considered that however much the plaintiff's feelings 
might have suffered, if she were a reasonable woman 
she would say that she had escaped very great danger 
of a miserable life. Further, it appeared that she had 
not lost a rich husband or a man of high position. The 
defendant was now in receipt of £40 per annum as a 
kind of compassionate allowance, for doing light work 
in an institution for wounded soldiers, and the plaintiff 
had lost nothing of any value. He therefore assessed 
the damages at a farthing, and refused to make an order 
that the defendant should pay costs, expressing the 
opinion that it was not to the plaintiff's advantage or 
to the public interest that such an action should have 
been brought. 

It will be seen that the importance of Mr. Justice 
Darling’s judgment lies in his reliance on, and revival 
of, the statement of Lord Bramwell’s opinion. Lord 
Bramwell was a sound lawyer and a man of vigorous 
mind and strong ‘‘common-sense.’’ In this instance he 
seems to have anticipated the scientific point of view 
of a generation later than his own. When a verdict has 
been found for a defendant based upon Lord Bramwell’s 
judgment in Hall v. Wright an opportunity will no 
doubt be given for review of this important legal and 
social question by the Court of Appeal. 








CONTROL OF VENEREAL DISEASE. 
The Attitude of Women towards Preventive Measures. 
Two recent meetings of women are interesting in 

showing an increasing readiness to accept the position 
that advocacy of early disinfection is not incompatible 
with the dictates of morality when the measures 
suggested are enunciated in the right spirit. At the 
Portsmouth branch of the N.C.C.V.D. on March 8th 
Miss Norah March addressed women on *‘ Propaganda 
for Prevention of Venereal Diseases.’ Mrs. K. Edmonds, 
the honorary secretary of the branch, who occupied the 
chair, stated that the day was coming when the 
teaching and practice of prevention would take a 
normal place in the campaign against venereal diseases. 
This meeting was largely attended by women repre 
sentatives of various societies and their friends. At 
the seventh annual meeting of the Leicester 
Leicestershire Midwives Association, held two days 
later, Mr. C. J. Bond in the chair, the following 
resolution was passed : : 


and 


That though this association approves of immediate treatment 
and, where practicable, of self-disinfection after exposure to the 
risk of venereal infection, it does not approve of the distribution to 
the public of prophylactic packets, and it feels very strongly that 
any instruction written, printed, or otherwise given on the subject 
should include a carefully worded statement pointing out the 
immorality of promiscuous sexual intercourse, as well: as the 
danger thereby incurred of venereal disease. 
Mrs. James Bilson, who seconded the resolution, set 
out clearly the arguments for early self-disinfection, 
and no dissentient voice was heard. After discussion 
the resolution was carried unanimously. Mr. Bond 
laid stress upon the necessity for midwives to realise 
their great opportunities for helping in the anti- 
venereal campaign. He regarded the present marked 
lowering of the moral standard as the chief factor in 
the spread of venereal diseases. 


Portsmouth’s Experiment in Prophylaxis, 

By a resolution recently passed,' the Health and 
Housing Committee of the Portsmouth Borough Council 
adopted a report by its medical officer of health, Dr. 
A. Mearns Fraser, and urged its council to empower 
them to take the steps recommended by him with a 
view to the prevention of venereal disease. Dr. Fraser 
in his report laid stress upon the prevention of 
disease rather than its treatment as the more 








1 THe Lancet, March 13th, p. 63. 
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appropriate function and aim of a health authority, 
and explained the nature of the measures for self- 
disinfection most likely to be carried out by the 
ordinary man indulging in promiscuous sexual inter- 
course. With regard to the part to be taken by the 
council as sanitary authority in promoting such self- 
disinfection, he did not advocate the provision by it of 
*‘ packets ’’ or of the preparations which would be used 
in them, but that it should take such steps as might 
be necessary to spread a knowledge of the means 
of self-disinfection. He also pointed out that in 
the endeavour to check the spreading of venereal 
disease by advice as to disinfection there was 
nothing inimical to, or incompatible with, the prose- 
cution of other measures at the same time for 
the promotion of chastity. It will be interesting to 
know later the means adopted at Portsmouth for the 
dissemination of the precautionary knowledge sug- 
gested and the results so far as they are traceable. 
These should to some extent be ascertainable by the 
collection of information as to the sale of the disinfec- 
tants recommended, and as to the comparative number 
of cases treated, wherever trustworthy figures can be 
obtained. This assumes, of course, that the Ports- 
mouth Borough Council adopts the recommendation of 
its Committee and follows it with energy. The simul- 
taneous carrying out of similar measures in other 
districts would, in time, enable a correct judgment to 
be formed as to the value of instruction of the kind 
indicated when distributed by public authorities. In 
such cases those also who fear that immorality may be 
increased by public measures for its prevention will 
have an opportunity for verifying their predictions or 
for seeing them unfulfilled. 


Association of Officers at Treatment Centres. 

Practitioners in charge of or working at V.D. clinics 
realise the advantage which would accrue from the dis- 
cussion of clinical and other subjects immediately con- 
nected with their work. In small towns it must be 
difficult for them to achieve this end, but in the larger 
ones the medical officers of clinics might well arrange 
to meet, say once a month, for the purpose of discussing 
certain aspects of their work which had been previously 
selected. And the discussions might be accompanied by 
the exhibition of illustrative cases. By means of such an 
organisation useful research work would be inaugurated. 
As an example, we would cite the desirability of com- 
paring and contrasting the value of various methods of 
treatment. Friendly coéperation on these lines would 
allow of one method being put into effect at one clinic 
whilst other methods were practised elsewhere. Another 
gain from such association might be the formation of a 
library dealing with venereal diseases in all their 
aspects, including both text-books, monographs, and the 
periodic literature, which in the majority of cases it 
would be impossible for the individual officer to obtain. 
From time to time a well-known venereologist might 
be invited to address the members on some subject of 
common interest. Such associations would not only 
make for the increased dignity of this branch of medi- 
cine, but should foster a spirit of comradeship and a 
friendly competition amongst its members. 


The Study of Venereal Diseases at Strasbourg University. 


A practical course of instruction for practitioners and 
foreign medical men in venereal diseases is to be held 
by Professor L. M. Pautrier and his assistants at the 
dermatological clinic of the Faculty of Medicine of 
Strasbourg University from May Ist till July 14th. The 
course will comprise 40 classes at the clinic and 10 
classes on laboratory technique, and its scope will be 
entirely practical. Every student will have the oppor- 
tunity of actual manipulative treatment of patients, 
including the administration of intravenous injections, 
and will receive a series of microscopic slides, also a 
certificate of attendance. The library of the University 
and the local hospitals will be open to students, who 
are asked to apply to M. le Professeur Pautrier, Clinique 
des maladies cutanées de la Faculté de Médecine, 
H6pital civil, Strasbourg, for further particulars. The 
fee for the whole course is 300 francs. 





TUBERCULOSIS. 


New Lights on the Epidemiology of Phthisis. 

SINCE the establishment of the relation of Koch's 
bacillus to tuberculosis there has been a deplorable 
tendency to regard the main problem in connexion 
with this disease as solved. Let the principles govern- 
ing the control of other infectious diseases be logically 
applied to Koch’s discovery, and this disease, too, 
it is assumed, will vanish as surely as night follows 
day. Segregation, tuberculin therapy, and a _ host 
of other measures are advocated as the obvious 
remedies for a well-defined disease which fits neatly 
into the niche provided by that much-abused term, a 
nosological unit. A useful corrective to this complacent 
attitude is to be found in Dr. J. Brownlee’s ‘‘ An 
Investigation into the Epidemiology of Phthisis in Great 
Britain and Ireland,’’ Part IlI.'. Though his study is 
statistical, he treats his subject, on the whole, in 
a suggestive rather than in a dogmatic manner. 
And wherever he is dogmatic, he also shows a 
catholic appreciation of the complexity of the 
problems with which he is concerned. At least 
one definite and logical conclusion emerges from 
the mass of evidence available. Tubercle among 
young adults on the one hand, and middle-aged 
persons on the other, shows so many and such 
fundamental differences that it cannot be regarded 
as one and the same disease. No valid interpretation 
of the decline of phthisis during recent years can be 
simple; it must pay regard to the multiple nature 
of the types of the disease. In an earlier report 
Dr. Brownlee distinguished between the phthisis of 
young adult life and that of middle age. He also 
identified an old-age type closely related to that of 
young adult life. These two, or possibly three, types 
of disease correspond with separate types of bacillus, 
or, as Dr. Brownlee is less inclined to believe, they 
mark different types of response made by the human 
body to the infection at different ages. The present 
report gives further evidence establishing the validity of 
this differentiation into types. It shows that, while the 
young-adult and old-age types of phthisis vary almost in- 
dependently of the hygienic surroundings, the middle-age 
type is very closely correlated with the general standard 
of health as measured by the death-rate. The young- 
adult type of the disease, unlike that of middle-age, 
seems to be more common where the feeding is poor 
and where little attention is paid to wet and damp. In 
some regions, at least, it can be correlated with expo- 
sure to south-west winds and to characters of the soil. 
Dr. Brownlee’s investigations show that the young- 
adult type is more common above glacial clay than 
glacial sand or the highly organic London clay. It is 
less common in districts with a comparatively high 
death-rate from tuberculosis in childhood and in 
districts in which there is much middle-age phthisis. It 
is also less common in counties from which a large 
amount of tubercle-infected milk is sent to London. 
On the other hand, it appears to bear no relation to 
hygienic surroundings nor to the disease of the popula- 
tion. Indeed, it would seem to be a disease rather of 
the country than of the town, and one bearing no 
relation to the density of the population. a 

Very different are the characteristics of phthisis at 
middle age. It appears to be independent of wind, 
and in London, for instance, its incidence is as great 
in such exposed parts as Hampstead as in the sheltered 
valley of the Thames. It appears also to be independent 
of the nature of the subsoil. On the other hand, it is 
comparatively common in districts with a high death- 
rate from tuberculosis in childhood and with a large 
amount of tuberculous milk. It is intimately related 
to the general hygiene, as measured by the death-rate, 
and to the density of the population. As for the 
phthisis of old age, it does not appear to be related to 
subsoil, hygienic conditions, density of population, or 
any other direct external factor. The only association 





1 Medical Research Committee, Special Report Series, No. 46, 
HLM. Stationery Office, pp. 89. 
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definitely established is with the employments of coal, 
iron, and lead mining and slate-quarrying. But the 
cause of this association is at present quite unknown. 

The value of Dr. Brownlee’s work is not confined to 
the material he has collected and analysed, important 
as this is. He has submitted working hypotheses by 
which a mass of other available but hitherto imperfect 
knowledge may be criticised and assessed. Possibly 
his hypotheses may solve some, at any rate, of the 
many problems of tuberculosis that have hitherto been 
shelved as incomprehensible paradoxes. To the single- 
minded, who see in phthisis nothing but a paraphrase 
of the housing problem, it is discomforting that in 
Christiania the death-rate from tuberculosis has steadily 
declined during the war in spite of (and who is bold 
enough to suggest because of?) an unprecedented 
shortage of houses and consequent overcrowding. 
Yet in the northern, thinly populated districts of 
Norway tuberculosis is increasing at such an ominous 
rate that decimation,if not extermination, is threatened. 
And how can. we interpret, with the knowledge hitherto 
at our disposal, the observations made many years 
ago by Professor Johannessen, who found that, at 
a training college in the east of Norway where 
the disease is prevalent, the death-rate from pul- 
monary tuberculosis was ten times as great among 
pupils from the west coast, where the disease 
is comparatively rare, as it was among the pupils 
drawn from the neighbourhood of the college? Frankly 
we cannot. But light may be thrown on these and 
countless other observations if illumined by Dr. 
Brownlee’s hypotheses. In the sphere of research 
his is a challenge to bacteriologist and clinician alike. 
To the advocates of hasty administrative action, 
panting to dragoon consumption out of existence by 
the expenditure of millions on the policing of consump- 
tives, he offers a sobering draught of agnosticism. 

Though he covers a wide field and opens up many 
new paths to future progress, Dr. Brownlee presents his 
main thesis in a crisp and concise form—a remark- 
able achievement considering the figures with which 
he juggles. His candid confession of the limitations 
of the statistician’s sphere of usefulness will, no doubt, 
go some way towards disarming critics constitutionally 
disposed to regard statistics as mendacity systematised. 
Thus far, and no farther, is Dr. Brownlee’s own verdict 
on his findings. ‘‘ The matter for the moment must be 
left in this state until it has been seriously tackled by 
the bacteriologists. Statistics alone will not give the 
solution.’’ 

Factors in the Increase of Consumption. 

Many explanations have been given of the increase of 
pulmonary tuberculosis in recent years, and doubtless 
it is due to several causes. Two clear facts must be 
kept in mind when weighing the respective importance 
of different factors—viz., that the rise began before the 
war and has been concurrent with the rise and fall of 
influenza. The increase since the war is in great part 
apparent only, and due to elimination from the country 
of a large section of the most healthy class of the 
population. The February number of the Journal of 
State Medicine contains two articles on the early 
diagnosis and treatment of this disease. Dr. Halliday 
Sutherland thinks it is more reasonable to attribute 
the higher death-rate from both tuberculosis and 
influenza to lowered resistance due to vitamine 
starvation during the war rather than to failure 
of existing methods of prevention. A more ample 
supply of butter and fat meat is much to be desired. 
But whatever the source of the recrudescence of 
tubercle bacilli, it is of supreme importance that the 
mischief they are working should be detected at the 
earliest possible moment, and to this end Dr. Suther- 
land’s reasoned appeal to the general practitioner not 
to postpone his diagnosis until tubercle bacilli is found 
in the sputum should be taken to heart by all who wish 
to qure their patients and bear their part in the fight 
against tuberculosis. Tubercle bacilli in the sputum 
indicate that the lung is breaking down and the disease 
already advanced. Dr. Sutherland insists on the value 
of loss of appetite and dyspepsia as early symptoms, 
calling for the application of such special tests as X rays 





and tuberculin. Dr. Hyslop Thomson moots the sugges 
tion that not only bovine tuberculosis is produced by 
milk, but also human by transmutation from bovine 
through prolonged residence in the human host. The 
possible truth of such a theory gives additional reason 
to call for immediate application of the ‘‘ Tuberculosis 
Order, 1913,’’ and the ‘‘ Milk and Dairies (Consolidation) 
Act, 1915,’’ which have been waiting till the completion 
of the war. 
A Well-authenticated Epidemic of Tuberculosis. 

The medical supplement to the forty-eighth (and last) 
annual report of the Local Government Board, to 
which we have already referred on several occasions, 
contains a very interesting account by Dr. A. 5. 
MacNalty of an outbreak of severe illness in a home 
authorised to receive girls from boards of guardians. 
Forty cases of illness occurred with eleven deaths. 
The possibilities of certain of the cases being croupous 
pneumonia and of the existence of a coneomitant out- 
break of influenza were considered and excluded. 
Tuberculosis was of long-standing in the institution, a 
focus of tuberculous infection existing as far back as 
1913, while a fatal case of pulmonary tuberculosis 
occurred in 1915. The infection was probably introduced 
from without. The girls came from bad surroundings, 
exposed to tuberculous infection in infancy. Some had 
a pronounced family history of tuberculosis, and many 
entered the home at the 12-15 age-period, when 
their physical efficiency was already impaired. 
Unsatisfactory conditions in the home _ favoured 
the spread of tuberculosis by contact infection. The 
administration of the home was defective: the beds 
were overcrowded; there was no trained nurse on the 
staff; complaints of illness by the girls were dis- 
couraged ; the dietary was meagre; there was lack of 
regular exercise and interference with the hours of 
sleep. Dr. MacNalty thinks that tuberculous infection 
had been accumulating for a number of years, passage 
from individual to individual gradually exalting its 
virulence until an explosive outbreak occurred. His 
report indicates that, given a community of persons 
with some predisposition to tuberculosis, the intro- 
duction of tuberculosis into this community, the infec- 
tion being favoured by unsatisfactory conditions of 
environment, may result in an epidemic of a rapidly 
fatal character. The report, which appears in abstract 
only, deserves to be printed in full and to have the 
widest publicity. 








SCOTLAND. 
(FROM OUR OWN CORRESPONDENT.) 





Scottish Board of Health: Consultative Councils. 


ON Friday, March 12th, the members of the four 
Consultative Councils established by the Scottish Board 
of Health were addressed in Edinburgh by Mr. Munro, 
K.C., M.P., Secretary for Scotland. Mr. Munro said 
that the Consultative Councils had been appointed to 
arrange and advise regarding four separate matters— 
medical and allied services, National Health Insurance, 
local health administration and general health ques- 
tions, and the special problems of the Highlands and 
Islands. He desired to welcome them’ on behalf of the 
Board of Health and himself, and to have the oppor- 
tunity of emphasising the common purpose for which 
these bodies were alike designed and fitted to serve. 
It was the intention of the Board that all the bodies 
should have the fullest opportunity of forming and 
expressing free and independent judgments on the 
questions on which they had to deliberate; they would 
select their own chairmen and regulate their own pro- 
cedure. For the effective working of the Councils 
it was essential that there should be the very 
frankest interchange of confidence between them and 
the Department, and a ready interchange of views 
and opinions between the members themselves. The 
Board would place at its disposal all the infor- 
mation in their possession which they might reason- 
ably require in arriving at decisions. As a counter- 
part the Board would expect them to respect its 
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confidence, and observe proper discretion with regard 
to the information which would be placed at their 
disposal. The duty of the Board, as expressed in 
the Act of Parliament, was ‘‘to secure the effective 
carrying out and coérdination of measures conducive 
to the health of the people.’’ That was its watchword 
and charter, and the members of the Councils were 
invited to codperate to achieve that supreme and 
inspiring purpose. The questions which had been 
referred to the Councils bore intimately upon 
that master purpose, among these being ‘‘the 
question of a reformed local authority for health 
administration, its area and constitution, and the 
powers and duties to be transferred to it’’; ‘‘the 
question of applying to Scotland the principles of 
the Maclean Committee's report on the transfer of 
functions of Poor-law authorities in England and 
Wales.’ It had also been referred to them to consider 
the provision of such forms of medical service as they 
considered should be available for the community, the 
question of medical research in Scotland, and to con- 
sider whether the present hospital service is adequate 
and to make recommendations for its improvement 
or for the provision and maintenance of an adequate 
service. These were examples of the great problems 
which had to be solved and which would require 
all their skill and experience. The _ establish- 
ment of the Board of Health was intended to prepare 
the way for a vigorous campaign to raise the standard 
of health of the people of this country. There was no 
nobler object, and for its attainment it required the 
full support of public opinion, and hearty coéperation 
between the Department and the Councils on the one 
hand, and the interests affected on the other hand. It 
would be the special function of the Councils to ensure 
success along these two lines, and to keep in close 
touch with opinion outside. He was certain they 
could undertake a profoundly important share in 
making the country a healthier, and therefore a 
happier, place, and in assisting Scotland to lead the 
way in this vital national enterprise. 


Notification of Acute Encephalitis Lethargica. 


A memorandum has been issued by the Scottish 
Board of Health explaining the nature and symptoms 
of acute encephalitis lethargica. The disease has so 
far been of rare occurrence in Scotland, and the Board 
suggest to medical officers of health that they should 
circularise all the medical practitioners within their 
districts if the nature of the area and the circum- 
stances indicate its advisability. After summarising 
the clinical features of the disease, the memorandum 
proceeds :— 

Acute encephalitis lethargica, though it has occurred in 
England in epidemic form, has uever attained to extensive 
a a eg But it is important that in all parts of Great 

ritain an informed outlook should be kept for its recur- 
rence. Little is known regarding its essential nature, the 
channels by which it is spread,-or, consequently, the means 
by which it maybe prevented and controlled. That lack of 
knowledge, along with its high case-mortality and _ its 
resistance to treatment, make it important that every case 
should be recognised and studied. It is therefore desirable 
that cases suspected to be of the nature of acute encephalitis 
lethargica or even considered remotely to resemble it should 
be intimated to the medical officer of health, who should 
afford every facility towards confirmatory diagnosis, treat- 
ment, and such isolation as he considers necessary. With 
this end in view it is desirable also to bring to his notice 
cases of ordinary acute poliomyelitis. 


The memorandum is based upon the report to the 
Local Government Board (England) of an Inquiry into 
an Obscure Disease, Encephalitis Lethargica (1918; 
H.M. Stationery Office ; 2s. 6d.). 








BrRisToL HOsPItaLs: ANONYMOUS CONDITIONAL 
GiFt.—The Lord Mayor of Bristol recently stated that 
£100,000 had been anonymously offered to the funds of the 
hospitals of Bristol provided they undertook an amalgama- 
tion along the lines now under consideration. An interest- 
ing feature of the plan for amalgamation (so far as it has 
been made public) is the provision for representation of the 
University on the council to which it is proposed to entrust 
the control of the hospitals. 
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URBAN VITAL STATISTICS. 
(Week ended March 20th, 1920.) 


English and Welsh Towns.—In the 96 English and Welsh 
towns, with an aggregate civil population estimated at 
nearly 18 million persons, the annual rate of mortality, 
which had increased from 15°6 to 17:1 in the four preceding 
weeks, further rose to 17°9 per 1000. In London, with a 
population of nearly 44 million persons, the annual death-rate 
was 17°8, or 0°6 per 1000 ahove that recorded in the previous 
week, while among the remaining towns the rates ranged 
from 9:0 in Oxford and in Warrington, 9°3in Acton, and 9°8in 
Wallasey, to 27°2 in Barnsley, 29°9 in South Shields, and 49°2 
in Dudley. The principal epidemic diseases caused 504 
deaths, which corresponded to an annual rate of 1°5 
per 1000, and comprised 230 from measles, 120 from 
whooping-cough, 69 from diphtheria, 57 from infantile 
diarrhoea, 24 from scarlet fever, and 4 from enteric fever. 
Measles caused a death-rate of 3:0 in Nottingham and 
Newport (Mon.), 3:2 in West Hartlepool, 3°6 in St. Helens, 
4-0 in Barnsley, and 54 in Wigan ; and whooping-cough of 2:1 
in Barrow-in-Furness and 6°2 in Gloucester. The deaths 
from influenza, which had steadily increased from 66 to 230 
in the seven preceding weeks, further rose to 312, and 
included 91 in London, 40 in Birmingham, 16 in West 
Ham, 13in Leeds, 11 each in Manchester and South Shields, 
and 10 in Plymouth. There were 2158 cases of scarlet fever, 
2066 of diphtheria, and 8 of small-pox under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, against 2182, 2045, and 7 respectively at the end 
of the previous week. The causes of 48 deaths in the 96 
towns were uncertified, of which 12 were registered in 
Birmingham, 5 in Liverpool, and 4 each in London and 
Gateshead. 


Scotch Towns.—In the 16 largest Scotch towns, with an 
aggregate population estimated at nearly 2; million persons, 
the annual rate of mortality, which had increased from 14:2 
to 16:0 in the four preceding weeks, further rose to 17°8 per 
1000. The 407 deaths in Glasgow corresponded to an annual 
rate of 19:1 per 1000, and included 11 from influenza, 9 from 
measles, 5 each from whooping-cough and infantile diar- 
rhoea, 4 from diphtheria, and 2 each from enteric fever and 
scarlet fever. e 87 deaths in Edinburgh were equal to a 
rate of 13:3 per 1000, and included 2 from influenza and 1 
each from measles and diphtheria. 


Irish Towns.—The 195 deaths in Dublin were equal to an 
annual rate of 24:5, or 45 per 1000 above that recorded in 
the previous week, and included 9 from whooping-cough, 
3 each from measles and infantile diarrhoea, 2 from 
influenza, and 1 each from enteric fever, scarlet fever, and 
diphtheria. The 293 deaths in Belfast were equal toa rate 
of 37:0 per 1000, and included 33 from influenza, 8 from 
whooping-cough, 6 from infantile diarrhoa, 5 from scarlet 
fever, 3 from measles, 2 from enteric fever, and 1 from 
diphtheria. 


VITAL STATISTICS OF LONDON DURING 
FEBRUARY, 1920. 


IN the accompanying table will be found summarised 
statistics relating to sickness and mortality in the City of 


London and in each of the metropolitan boroughs. With 
regard to the notified cases of infectious disease it appears 
that the number of persons reported to be suffering from 
one or other of the ten diseases notified in the table 
was equal to an annual rate of 77 per 1000 of the 
population, estimated at 4,358,309 persons; in the three 
receding months the rates had been 10°5, 9:9, and 
‘5 per 1000. ae the metropolitan boroughs the lowest 
rates from these diseases were recorded in Kensington, 
Hampstead, Islington, Finsbury, the City of London, and 
Bermondsey; and the highest in Fulham, Holborn, 
Bethnal Green, Wandsworth, Deptford, and Greenwich. 
The 3 cases of small-pox notified during the month 
belonged to Poplar. The prevalence of scarlet fever showed 
a slight decrease from that recorded in January ; this disease 
was proportionally most prevalent in Stoke Newington, 
Stepney, Lambeth, Deptford, Greenwich, and Lewisham. 
The Metropolitan Asylums Hospitals contained 2266 scarlet 
fever patients at the end of the month, against 2848, 2841, 
and 2476 at the end of the three preceding months; the 
weekly admissions averaged 279, against 427, 350, and 280 
in the three preceding months. Diphtheria was slightly 
Jess prevalent than in the preceding month; this disease 
was proportionally most prevalent in Paddington, Hammer- 
smith. Fulham, Holborn, Bethnal Green, and Wandsworth. 
The number of diphtheria patients under treatment in the 
Metropolitan Asylums Hospitals, which had been 1572, 1845, 
and 1971 at the end of the three preceding months, numbered 
2003 at the end of February; the weekly admissions averaged 
240, against 215, 239, and 263 in the three preceding months. 





The prevalence of enteric fever was about equal to that in 
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* Including membranous croup. 


the preceding month; of tne 39 cases notified during the 


month 7 belonged to St. Marylebone, 6 to Hampstead, 
and 3 each to Hammersmith, Poplar, Wandsworth, and 
Greenwich. There were 30 cases of enteric fever under 
treatment in the a Asylums Hospitals at the end 
of the month, against 44, 25, and 25 at the end of the three 
ory months; the weekly admissions averaged 6, against 

, 2,and 4 in the three preceding months. Erysipelas was 
ante most a in Stoke Newington, Holborn, 

insbury, Bethnal Green, Southwark, and Deptford. The 
45 cases of puerperal fever included 5 in Wandsworth, 4 in 
Islington, 4 in Camberwell, and 3 each in Fulham, Poplar, 
and Battersea. The 9 cases of cerebro-spinal meningitis 
included 2 in St. Pancras and 2 in Poplar; while the 2 cases 
of poliomyelitis belonged respectively to Hampstead and 
Islington. 

The mortality statistics in the table relate to the deaths 
of civilians actually belonging to the several boroughs, the 
deaths occurring in institutions having been distributed 
among the boroughs in which the deceased persons had 
previously resided. During the four weeks ended Feb. 28th, 
the deaths of 5564 London residents were registered, equal 
to an annual rate of 166 per 1000; in the three pre- 
ceding months the rates had been 135, 13:1, and 146 
os 1000. The death-rates ranged last month from 10:2 in 

mpstead, 116 in Woolwich, 12:0 in the City of West- 





minster, 12°9 in St. se. 13:0 in Wandsworth, and 
134 in Lewisham, to 20°1 in Stepney, 20:2 in Bethnal 
Green, 21'1 in Finsbury, 21°5 in Holborn, 22:5 in Southwark, 
and 25:2 in Shoreditch. The 5564 deaths from all causes 
included 504 which were referred to the principal infectious | 
diseases; of these 1 resulted from small-pox, 162 from | 
measles, 15 from scarlet fever, 96 from diphtheria, 157 from 
whooping-cough, 3 from enteric fever, and 70 from diar- 
rhea and enteritis among children under 2 years of ‘age. | 
Among the metropolitan boroughs the lowest death-rates | 
from these diseases were recorded in Chelsea, the City of | 
Westminster, St. Marylebone, Hampstead, Finsbury, 
Wandsworth, and Woolwich; and the highest in St. 
Pancras, Hackney, Shoreditch, Bethnal Green, Ber- 
ema oS and Greenwich. The fatal case of small- 
pox belonged to Poplar. The 162 deaths from measles 
were 27 in excess of the average number in the 
corresponding period of the five preceding years; this 








disease was proportionally most fatal in St. Pancras, 
Hackney, Holborn, Shoreditch, Bermondsey, and Greenwich. 
The 15 fatal cases of scarlet fever were 4 fewer than 
the average, and included 2 in Paddington, 2 in St. 
Pancras, and 2 in Camberwell. The 96 deaths from diph- 
theria exceeded the average by 34; the greatest proportional 
mortality from this disease occurred in Paddington, Stoke 
Newington, Hackney, Bethnal Green, Southwark, and 
Greenwich. The 157 fatal cases of whooping-cough were 54 
in excess of the average; this disease was proportionally 
most fatal in Kensington, Hackney, the City of London, 
Bethnal Green, Stepney, and Bermondsey. Three deaths 
from enteric fever were registered during the month, 
against an a of 6; these deaths belonged respectively 
to Hackney, Poplar, and Southwark. The 70 fatal cases of 
infantile diarrhoea were 6 above the average; the greatest 

roportional mortality from this disease occurred in 

ammersmith, Holborn, Bethnal Green, Battersea, and 
Camberwell. In conclusion, it may be stated that the 
aggregate mortality in London during February from these 
principal infectious diseases was per cent. above the 
average in the corresponding period of the five preceding 
years. 








AN inquest was held recently at Lowestoft on a 
plumber employed by the G.E.R. It appeared that on 
Oct. 5th, 1918, while testing the pressure of the gas in a gas- 
main on one of the pg at Lowestoft he had inadvertently 
inhaled a quantity of gas. He went home, and was attended 
for a week by a doctor, who gave him a certificate, statin 
that he was suffering from hemorrhage of the lungs cau 
by gas —— From the time of the accident the man’s 
health deteriorated, and he eventually died from pulmonary 
tuberculosis about 18 months after he was poisoned by the 
gas. Dr. L. H. Hay, who gave medical evidence at the inquest, 
stated that he first attended the deceased in October, 1919, 
when he found him in the last stages of tuberculosis of the 
lungs, to which disease his death was due. He stated that 
his. predecessor, Dr. Thompson, who had first attended the 
man, attributed the disease to the gas poisoning, an4 that 
the G.E.R. Company’s doctor in London had accepted this 
as a cause of death. Dr. Hay had not known of a similar 
case before. The coroner’s jury returned a verdict in 
accordance with the medical evidence. 
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Correspondence. 


“ Audi alteram partem.”’ 


NAVAL MEDICAL MEMORIAL FUND. 
To the Editor of THE LANCET. 

Sir,—May I bring the following to the notice of any 
of your readers who may be interested. It is proposed 
to perpetuate, by a suitable memorial, the memory of 
the medical officers, nursing sisters, and men of the sick 
berth staff who were killed or died on service during 
the war. The memorial will be dedicated to permanent, 
reserve, and temporary officers, R.N. and R.N.V.R., 
and permanent and reserve nursing sisters and sick 
berth staff. 

The final decision as to what shape the memorial will 
take will be in strict accordance with the wishes of the 
majority of the subscribers to the memorial fund, pro- 
vided that the amount received will be sufficient for the 
purpose. 

Those of your readers who have not already received 
a letter on this subject, and who may wish to subscribe, 
are invited to write to the Honorary Secretary, Naval 
Medical Memorial Fund, Medical Department, Admiralty, 
who will forward a copy of the original letter that has 
been circulated amongst those whose addresses are still 
on record at the Admiralty. 

I am Sir, yours faithfully, 
C. K. BUSHE, 
Surgeon Commander, R.N., Honorary Secretary. 

Admiralty Medical Department, 1 Lake Buildings, 

St. James's Park, S.W. 1, March 23rd, 1920. 





SLEEPING SICKNESSES. 
the Editor of THE LANCET. 


Sir,—With the general tenor of your annotation 
on the above, which appeared in THE LANCET of 
March 13th, I think we must all agree; the public, as 
well as the profession, want a simple, popular name 
for lethargic encephalitis. Your annotation, however, 
contains one sentence referring to me, personally, 
with which I must respectfully beg to disagree. It is 
there suggested that the recent misuse of the term 
‘sleeping sickness’’ by the lay press to designate 
cases of lethargic encephalitis can be traced toa 
remark made by me at the discussion held at the Royal 
Society of Medicine in October, 1918. It is, of course, 
gratifying to think that anyone, especially a member 
of the lay press, has remembered my words so long, 
even though, by taking them from their context, their 
meaning has been entirely misconstrued. Iam afraid, 
however, that there is a more simple and probable, but 
less flattering, explanation. This abuse of the term 
‘ sleeping sickness’’ by the lay press only began a few 
weeks ago, so far as my information goes, whereas the 
discussion at the Royal Society of Medicine took place 
18 months ago. I cannot think that any journalist has 
troubled to rummage amongst the old records of the 
Society's proceedings to find a term which, in connexion 
with African news, stares him in the face almost every 
week in his own columns. It is there he has seen it, 
found it ‘‘ appropriate,”’ and, with the journalistic eye 
for a good headline, laid hold of it without troubling to 
inquire whether it was already ** appropriated ’’ or not. 
Others have merely followed this smart lead. Unless 
the writer of your annotation has some definite 
proof that his theory is the correct one, I shall 
hold to the opinion that mine is much _ the 
more probable, and decline to believe that I am 
responsible, in the slightest degree, for the present 
** terminological inexactitude’’ in the lay press. I 
apologise for having taken up so much of your valuable 
space on a personal matter, but as my name has, quite 
needlessly I think, been introduced, I cannot allow it 
to stand unanswered. The question of much greater 
interest is, ‘‘ What is to be done to put things right?’ 
As popular names ‘‘ Nona’’ or even ‘* R(hjaphania”’ 
(vide THE LANCET, March 20th) seem peculiarly unsatis- 
fying, whilst, for our own professional use, we have 


To 





already a sufficiently unsatisfactory name, ** encephal- 
itis lethargica.’’ Why change it? Personally, I hope 
we shall retain it until the bacteriologists provide us 
with such data as will lead to a permanent name of real 
value. 

It is, however, desirable that we should have an 
alternative or popular name which we can use in deal- 
ing with the public. It is very inconvenient to have 
to say, ‘‘Your child is suffering from lethargic 
encephalitis.” It is cumbrous and unintelligible, not 
to say alarming. In my experience it is usually met 
by the rejoinder, ‘‘ Will that be the new disease we've 
heard so much about, doctor?’’ Now, it is obvious 
that we cannot go on calling it the new disease much 
longer ; besides, according to some authorities, it is not 
a new disease at all and never has been ! 

Your annotation puts the position very well, and I 
cannot do better than quote it: ‘‘ It remains for those 
who are concerned for an informed and accurate public 
opinion on health matters to devise some popular term 
for encephalitis lethargica less cumbrous than ‘lethargic 
encephalitis’ and free from the objection to ‘ sleeping 
sickness.’’’ Such a popular term should contain some 
reference to one or more of the salient features of the 
disease ; it should avoid committing us to any views as 
to #tiology or pathology, and it should have some 
precedent in the popular nomenclature of allied condi- 
tions. I therefore humbly submit to the consideration 
of my colleagues the term “sleeping palsy’’ as an 
alternative or popular name for ‘‘ encephalitis lethar- 
gica.’’ It meets all the requirements I have mentioned. 
We have excellent precedents in the popular terms, 
‘* shaking palsy’’ for paralysis agitans, and “ infantile 
palsy’’ for acute poliomyelitis. In fact, to some, 
‘sleeping palsy’’ would only be the name for an 
atypical case of ‘‘infantile palsy’’! I cannot think 
that the term I suggest would lead to any real confusion 
with true ‘sleeping sickness’’ (trypanosomiasis) any 
more than ‘‘infantile palsy’’ causes confusion with 
‘infantile diarrhoea.” 

With their usual acumen the lay press have realised 
that a name, which contains the word “ sleeping,”’ 
meets their requirements, and have purloined the first 
they came across. We cannot punish them for their 
crime, but by a judicious process of barter we can make 
it innocuous. If they will give up the “ sickness,’’ 
which they do not want, we will give them, in place of 
it, the ‘* palsy,’’ which will suit them as well, and they 
can keep the “ sleeping,’’ which they will probably do 
anyhow! If this suggestion is approved, the full termino- 
logy, at present, would be *‘ encephalitis lethargica, or 
sleeping palsy.’’—I am, Sir, yours faithfully, 

Sheffield, March 21st, 1920. ARTHUR J. HALL. 





BLIND MASSEURS. 
To the Editor of THE LANCET. 

Sir,—I have read, with great interest and entire 
approval, Major W. H. Broad’s letter in your issue of 
March 6th, with reference to blind masseurs and 
masseuses treating patients by remedial exercises and 
muscle re-education. I do not feel, however, that he 
has fully answered the last part of your article of 
Feb. 21st, which states that ‘“‘ teachers of massage 
would do well to make this clear to their blind pupils ’’ 
—viz., that the blind administrator is handicapped, and, 
unless this limitation is recognised. he or she will be 
tempted to mete out to patients inferior treatment. As 
a medical practitioner holding the Teacher's Certificate 
of the Inc. Soc. Trained Masseuses, and having several 
years’ experience of teaching both blind and sighted men 
and women students, I should be very grateful if you 
would allow me to express my opinion that a well- 
trained, well-educated, blind masseur or masseuse is 
fully competent to give remedial exercises and muscle 
re-education. I have had many opportunities of observing 
the results of their treatment of patients under my 
care, and these results invariably have been most 
excellent. This being my experience, I am justified in 
continuing to impart to my blind students the same 
amount of knowledge that I do to my sighted students, 
telling the blind that they are not to think they have 
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any limitations. I have taught blinded officers and men, 
with a perfectly clear conscience, during the five years 
that St. Dunstan’s has been open. I never allow an 
exercise to be imperfectly performed on account of 
blindness, and I expect—and get—the same degree of 
perfection from the blind as from the sighted. 
I am, Sir, yours faithfully, 
Nottingham-place, W., March 16th, 1920. AGNES KEEN. 

To the Editor of THE LANCET. 
The question raised in your annotation of 
Feb. 21st as to what extent blind men are capable of 
undertaking treatment of cases with Swedish remedial 
exercises is an interesting one. Major W. H. Broad 
states (THE LANCET, March 6th) that ‘* blind men can 
apply any of the exercises described by Kleen, Wide, 
or any other disciple of Ling,’’ and this, I think, will not 
be doubted by anyone who has noticed the adaptability 
of the unfortunate blind. 

At the same time it is quite clear to those who have 
actually practised Swedish remedial exercises that some- 
thing more definite is required for successful treatment 
than mere application of movements—namely, a keen 
observation. This isa particularly important factor in the 
treatment of deformities of the chest and spine where a 
constant watch on the patient is necessary. It will be 
argued that a blind man’s touch makes up for his loss 
of sight; his touch is wonderful, but with both hands 
engaged in applying exercises he will be unable to make 
use of it during treatment; the loss of sight will thus 
handicap him in controlling the position of his patient. 
In chronic nervous diseases where incodrdination is 
often the chief trouble, free movements in steady 
progress form an important part of the treatment, and 
it may be asked how the blind man is to know whether 
these movements are executed satisfactorily or not. 

I feel sure that motives such as these guided the 
Incorporated Society of Trained Masseuses in their 
decision to exclude the blind masseur from their 8.R.E. 
examination. But there is no need for lament, for the 
blind man who possesses the massage diploma has a 
great field for his ability. The after-treatment of frac- 
tures, of infantile paralysis, and the like, will provide 
scope for his acute touch. 

The one difficulty which I foresee is that after 1922 the 
society will only give a conjoint diploma in massage 
and remedial exercises. Perhaps the massage diploma 
might be retained for a few years for the benefit of the 
blind, who deserve all the sympathy and help that can 
be given them.—I am, Sir, yours faithfully, 

C. WESTMAN. 
Brunswick-place, Harley-street, W., March 16th, 1920. 


SIR, 





WOMEN’S MEDICAL SERVICE IN INDIA. 

To the Editor af THE LANCET. 
My attention has been drawn to a leading 
article in THE LANCET of Nov. Ist, 1919, on the Women’s 
Medical Service for India. May I comment on one or 
two statements in this article’? 

In the first place there is a quotation (p. 790) which 
is given as from the main report of the Women’s Medical 
Service for 1918, but which is really a quotation from a 
report written by Dr. Catherine Wickham, who was 
directed by the Central Committee of the Dufferin Fund, 
with the consent of the Surgeon-General of Bengal, to 
visit and report on hospitals in Bengal under women 
medical subordinates. These hospitals are not in any 
way connected with the Central Committee of the 
Countess of Dufferin’s Fund or the Women’s Medical 
Service. They are under the Surgeon-General of 
Bengal and the municipal authorities in the various 
towns, who alone have any power to improve 
the conditions. The same is true of the condi- 
tions revealed in the report of Dr. Agnes Scott, 
W.M.S., assistant to the Inspector-General of Civil 
Hospitals, Punjab. The Central Committee of the 
Dufferin Fund is only connected with the hospitals 
of the Women’s Medical Service (19 in number), and 
even for these has no administrative powers, and can 
only influence the local authorities by its power of 
removing the medical women lent from the Women’s 
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Medical Service. This has been done in two cases 
where the conditions made a good standard of work 
impossible. The reports so published, therefore, should 
not be used to discredit the Women’s Medical Service, 
of which both the administrative body and many indi 
vidual members are doing all in their power to improve 
the work of women subordinates. 

Later in your article surprise is expressed that stress 
is not laid on the need for a nursing service parallel to 
the Women’s Medical Service. As a matter of fact, 
such a service has been under consideration, and this 
year the first step has been taken in the organisation of 
a Dufferin Nurses Examining Board, which lays down 
uniform standards for Anglo- Indian and Indian nurses and 
arranges for examinations, certificates, and registration. 
But during the last five years it has been impossible to 
think of organising any women’s services except those 
required by the war. The existing services have been 
maintained with difficulty and the nursing question has 
been especially acute owing to the large numbers of 
nurses employed in war hospitals. The Central Com- 
mittee has taken care that every one of the hospitals 
under members of the Women’s Medical Service has a 
matron qualified as a nurse and a staff of Indian or 
Anglo-Indian women under her. Lectures are given, 
examinations are held, all have regular turns of duty, 
and although, no doubt, in many cases the nursing is 
rough or inefficient as compared with English hospitals 
the patients are not neglected. There is no such 
arrangement in the majority of civil hospitals in India. 

You state at the beginning of the report that the map 
is so thickly dotted with hospitals as to suggest 
camouflage when compared with the written report. 
You have not perhaps noticed the ‘* References”’ 
below the map, which state that only those marked in 
red are hospitals under members of the Women’s 
Medical Service. Those marked in blue are missionary 
hospitals, and those marked in green hospitals under 
local authorities. With the last two classes the Central 
Committee has nothing to do, but the information is 
given in the map because it is of service to the public 
generally to be able to see which parts of the country 
are most urgently in need of medical aid. You state 
that from the teaching schools there are ‘* pathetic lists 
of scholarships and prizes awarded with ever-lowering 
standards.’ Facts, however, show that the standard 
of work of indigenous medical women is improving 
enormously. While in the year 1909 only 23 women 
were taking the University courses in medicine and 98 
the *‘ practitioner class’’ course (unregistrable), in 1918 
161 women were taking University courses and 30 the 
‘** practitioner class’’ course. 

Lastly, I come to the statement that ‘‘ the develop- 
ment of the Women’s Medical Service in India during 
the last seven or eight years shows little progress, 
indeed ...... a relative retrogression is displayed.”’ 
May I draw your attention to the following improve- 
ments initiated by the Central Committee since 1914, 
the year when the service was founded ? 





1. Experienced members of the Women’s Medica! Service 
have been appointed to act as assistants to the Inspectors- 
General of Civil me ape for the inspection of women’s 
hospitals in the Punjab and United Provinces. 

2. Qualified medical assistants have been engaged in all 
the hospitals of the Women’s Medical Service and qualified 
nurses a8 matrons. 

3. A member of the Women’s Medical Service has been 
appointed as Joint Secretary of the Fund to visit all members 
of the Women’s Medical Service periodically and inform the 
Central Committee regarding their conditions of work. 

4. Of the 19 hospitals under members of the Women’s 
Medical Service four have been completely rebuilt on 
modern lines. Four more have funds in hand and are 
about to be completely rebuilt. Six others have had very 
important additions and improvements made. 

5. The organisation of the Dufferin Nurses Examining 
Board already mentioned. 

6. The Central Committee has applied to Government for, 
and received, grants (a) for the establishment of a school 
for training health visitors and midwife supervisors in Delhi ; 


(b) for the establishment of a system of well-trained midwife 
inspectors in a number of selected centres in India, all under 
the inspection of a member of the Women’s Medical Service; 
(c) for the organisation of courses of post-graduate instruction 
for medical women in India on the newer methods of treat- 
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ment of venereal diseases. The two first are already in 
working order, the third is now being organised. 

7. The Central Committee has published in 1918 a special 
report on ‘‘ Improvement of the Conditions of Childbirth in 
India ’ and in 1919 a report on ‘‘ Venereal Diseases among 
Women in India.’’ This last contained confidential informa- 
tion, and was therefore circulated privately only. 


It must be remembered that the Central Committee 
has only had a subsidy of £10,000 a year for the Women’s 
Medical Service, and that owing to the demand for 
medical women in the war it has had extreme difficulty 
in keeping the service up to strength. 

Iam, Sir, yours faithfully, 
M. I. BALFouR, M.B., C.M.. 
Joint Secretary, Countess of Dufferin’s Fund. 

Delhi, Dec. 24th, 1919. 

*,* Dr. Balfour has misread the title of our article, 
which dealt generally with the medical service of 
women in India. With regard to our use of Dr. 
Wickham’s report, in the main report, which Dr. 
Balfour signs, it is stated: *“‘The Central Committee 
from the many inspection reports in its own office can 
fully endorse the remarks made by Dr. Wickham and 
Dr. Scott, which apply to practically every part of 
India.’ Our criticisms were directed, not against the 
Women’s Medical Service of India, or the work of the 
Lady Dufferin Fund, but against the difficulties under 
which they are placed. And it was our appreciation of 
these difficulties that prompted the plea for a State 
Service of women with conditions of local prestige, pay, 
and leave more nearly approaching those of the Indian 
Medical Service. Should such a change come about we 
have no doubt that the Government of India would 
avail itself of the extensive organisation of the Lady 
Dufferin Fund.—EbD. L. 





MYALGIC PAINS AND MANIPULATION, 
To the Editor of THE LANCET. 


Sirn.—With regard to Mr. R. C. Elmslie’s letter on 


this subject in your issue of to-day’s date, I am only 
too conscious of the assistance given to me by Mr. 


Elmslie himself, and other orthopzdic surgeons in the 
treatment of cases, to be in anyway unmindful of my 
obligations towards them—their special skill and 
ability are not questioned. The point is whether there 
is anything to be learned outside the ranks of the 
profession. Unless I am mistaken, an offer was made 
to demonstrate cases before a committee of surgeons; 
had this offer been accepted the whole matter would 
have been settled.—I am Sir, yours faithfully, 
W. H. CLAYTON-GREENE. 
Wimpole-street, W., March 20th, 1920. 


To the Editor of THE LANCET. 

Sir.—The correspondence under this heading has 
wandered wide since its opening. Mr. R. C. Elmslie. 
in your issue of March 20th, endeavours to show the 
fallacy of the ‘“‘myth”’ that a bone-setter possesses 
some mechanical skill denied to the regular surgeon, or, 
at any rate, to the regular orthopaedic surgeon. But 
with all respect I submit that a fallacy cannot be 
demonstrated by begging the whole question. Mr. 
Elmslie first gives the simple rules which govern the 
practice of the bone-setter. They are only two: first, 
restore mobility ; second, restore the muscular power. 
Then he says: ‘‘ Patients with derangement of the knee- 
joint should only be submitted to operation when con- 
tinued locking of the joint takes place in spite of the 
fact that mobility is full and the muscles strong.’’ I 
entirely misconceive the issues, unless I am right in 
believing that cases of this kind are precisely the cases 
that bone-setters profess to cure, and further, I, and 
many more of my profession, believe that we have 
personal knowledge of cases within this category which 
bone-setters actually have cured. Yet Mr. Elmslie says 
operation only. . 

Mr. Haldin Davis thinks that it is consonant with the 
dignity of the Royal College of Surgeons to appoint a 
committee of investigation to see if the case is as 
extremely simple as Mr. Elmslie suggests. I entirely 





agree with him. Certain it is that the matter cannot be 
settled by an invocation to Dr. Wharton Hood. I am 
old enough to remember that during his lifetime Dr. 
Wharton Hood was looked upon as hardly respectable. 
He wrote a large book in two volumes, a book almost 
forgotten. I should be surprised to hear that its pre- 
cepts ever became a recognised basis of practice. 
I am, Sir, yours faithfully, 


Felixstowe, March 22nd, 1920. C. G. HAVELL. 





ANESTHETISTS’ FEES. 
To the Editor of THE LANCET. 

Srr,—Mr. H. Bellamy Gardner's letter in your issue 
of March 20th, with which I entirely agree, will serve a 
useful purpose if it leads to some understanding as to 
what fees special anzsthetists should now be entitled 
to charge. If it is admitted that their pre-war scale of 
fees was not excessive, it is obvious that the same rate 
of payment must be totally inadequate now, in view of 
the enormous increase in the cost of living. 

The practice of anesthetics as a specialty has an 
appreciable influence upon surgical results, and it is in 
the public interest that the fees of a whole-time anzs- 
thetist should be sufficiently generous for him to earn 
a good living. Unless it is recognised that this is 
impossible on the pre-war scale, specialism in anesthesia 
will gradually be starved out of existence. 

In most districts general practitioners have met and 
agreed to raise their fees in some definite ratio. Why 
should anesthetists not do likewise ? 

Iam, Sir, yours faithfully, 


J. HENRY CHALDECOTT. 
Harley-street, W., March 22nd, 1920. 





A PERMANENT ARMY DENTAL CORPS. 
To the Editor of THE LANCET. 

Sir,—The Executive Council of the Federation of 
Medical and Allied Societies has, at the request of the 
British Dental Association, addressed a letter to the 
Medical Committee of the House of Commons. as well 
as to the medical Members of Parliament who are also 
members of the Federation, asking for support of the 
proposal of the Secretary of State for War, issued in 
explanation of the Army Estimates, that a permanent 
Army Dental Corps should be instituted. That this 
proposal may be rejected or curtailed in Committee on 
the grounds of economy is regarded as possible by the 
British Dental Association. The formation of such a 
corps was the subject of a scheme submitted by the 
British Dental Association at the request of the War 
Office in August, 1919, and it is felt that the interests of 
national health are concerned in ensuring that the 
recommendations of the Secretary of State for war, 
which constitute the minimum on which an effective 
dental service can be established, are given effect to. 

I am, Sir, yours faithfully, 
N. HOWARD MUMMERY, 
General Secretary 
The Federation of Medical and Allied Societies, 5, Vere-street, 
Cavendish-square, London, W.1, March 20th, 1920. 





PARAPHRENIA. 
To the Editor of THE LANCET. 

Sir,—Far be it from me to put a spoke in the whee! 
of progress ; but I would like to suggest that the term 
‘*chronic hallucinatory psychosis,’’ introduced by Dr. 
R. H. Steen, and mentioned in your issue of last week, 
should be forthwith expunged: (a) because the term 
is applicable to many varieties of mental disease and 
is therefore liable to create confusion ; and (b) because 
the disorder to which Dr. Steen refers has already 
received the name *‘ paraphrenia.’’ Following Kraepelin, 
I have described the malady under this designation in 
the jlast edition of ‘* Mind and its Disorders.’’ As Dr. 
Steen’s ‘‘ acute hallucinatory psychosis’’ includes also 
some cases of melancholia (sic) and some of dementia 
precox, the term stands self-condemned. 

My chief reason for this letter, however, is that Dr. 
Steen and some other speakers at the discussion of 
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his paper recommended psychoanalysis as a mode of 
treatment for this malady. Having had some psycho- 
analytic experience of paraphreniacs, I wish to utter a 
warning that the resistances, which are already very 
strong in these patients, become increased on psycho- 
analysis, that the ultimate result is unfavourable, and, 
therefore, that this mode of treatment is not to be 
recommended or attempted for such patients. 
Iam, Sir, yours faithfully, 


W. H. B. STODDART, 
Cavendish-square, W., March 23rd, 1920. 





THE CULTIVATION OF THE MENINGOCOCCUS., 
To the Editor of THE LANCET, 

Sir,—Dr. H. Stanley Banks’s article in THE LANCET 
of March 13th on the Serum Treatment of Cerebro- 
spinal Fever is of considerable interest. The cultiva- 
tion of the meningococcus is, however, not always such 
a simple process as Dr. Banks suggests. ‘*‘ Coagulated 
blood serum’”’ is, of course, a very suitable culture- 
medium, but in many instances gives no growth until 
incubated for 48 hours, and occasionally fails altogether 
even when the usual precautions, as mentioned by Dr. 
Banks, are taken. Hence it is a frequent occurrence 
that one is unable to report on the type of organism for 
two-three days after first seeing the patient. Obviously 
this is a serious drawback if the clinician wishes to 
administer the homologous serum at once. 

My experience re agglutination is that the macroscopic 
is the most reliable, and that Gordon’s type sera are 
useless for the microscopic method. Theoretically, one 
should administer the homologous serum in any given 
case, but in practice I am not at all satisfied that it is a 
matter of great moment. I have examined many of the 
Lister sera for agglutinins to Gordon’s four types of 
meningococci, and have found that each type serum 
agglutinates each type of coccus up to a varying titre— 
i.e., type 1 serum agglutinates not only type 1 coccus 
but also types 2, 3, and 4—similarly with type 2 serum, 
and soon. Type 4 coccus is extremely rare, so I always 
administer a mixed serum of type 1 and type 2. As 
type 3 coccus is so closely related to type 1 coccus, this 
mixed serum does well in type 3 infections. Before 
using this mixed serum one naturally must demonstrate 
to oneself that agglutinins for all three types are 
present. I am, Sir, yours faithfully, 

Wallasey, March 17th, 1920. WILLIAM A. MUIR. 





AN.ESTHETICS AND DIABETES MELLITUS. 
To the Editor of THE LANCET. 

Sir,—As a student I was taught that there was con- 
siderable risk in administering chloroform to patients 
suffering from diabetes mellitus. Fatal coma developed 
frequently within a day or two of the anesthesia. This 
teaching was the result of experience and correct as far 
as it went, but since that time much has been added to 
our knowledge of diabetes mellitus. We have known 
for some time that when suitable precautions are taken 
the risk of post-operative coma is comparatively small. 
We know, too—but perhaps it is not known toall, hence 
the object of this letter—that the administration of any 
general anzsthetic, such as chloroform, ether, and 
nitrous oxide with oxygen, may lead%to a comparatively 
slight case of diabetes mellitus developing into one of 
great severity. 

It is only during the last five years that it has been 
possible to determine the gravity of any case of diabetes 
mellitus, because the mere percentage of sugar in the 
urine or the total quantity of dextrose excreted daily is 
no gauge to the extent of the alteration in the 
metabolism. Evidence seems to be accumulating that 
diabetes mellitus is due to a change in the interacinary 
cells in the pancreas; that the severity of the disease 
depends upon the number of cells destroyed; that the 
condition which has destroyed some cells has diminished 
the vitality of others, and these may be killed by various 
toxins brought to them in the blood, amongst them 
chloroform, ether, and nitrous oxide, and in all 


probability those elaborated by micro-organisms such as 
cause scarlet fever, pneumonia, measles, influenza, &c. 





The observations upon which this conclusion is based 
are of the following type: A man suffering from diabetes 
mellitus, who excretes diacetic acid and §-oxybutyric 
acid along with a considerable quantity of sugar whilst 
ona diet extremely poor in carbohydrates, but rich in 
protein and fat, may be found to lose his glycosuria and 
all evidence of acidosis on a diet, say, of 50 g. carbo- 
hydrate, 60 g. protein, 180 g. fat. This diet possesses 
sufficient energy to allow the individual to maintain his 
weight and do as much work as is necessary to earn a 
living by manual labour. This man has an accident 
and breaks his arm. An anesthetic is administered 
to permit the arm being placed in the best position. 
After the anesthetic sugar is found in the urine, and 
persists. Upon reinvestigating the maximum diet 
which will control glycosuria it is found that it has 
fallen to 20 g. carbohydrate, 60 g. protein, and 100 g. 
fat. Often the deterioration in the metabolism is much 
greater than this. The patient can no longer remain 
on a diet which allows his urine to be free from sugar 
and permits him to retain his weight and live a useful 
life. He is, therefore, forced to disregard his disease, 
eat more or less what he likes, and he develops 
coma at a comparatively early date. The unnecessary 
anesthetic may have shortened his life by years. 

I quite realise that the presence or absence of sugar 
in the urine is not the best method of determining the 
optimum diet, but one which permits the majority of 
medical men making an attempt to do their best for the 
“patient. In my opinion at the present day students 
should be taught that only operations that are 
absolutely essential should be performed upon 
diabetics ; that spinal anesthesia and local anesthesia 
should be adopted when possible; that nitrous ‘oxide 
with oxygen is less likely to damage the patient than 
ether, and ether is less likely to do harm than chloro- 
form. I am, Sir, yours faithfully, 

Portland-place, W., March 19th, 1920. O. LEYTON. 





AFTER-EFFECTS OF MALARIA, 
To the Editor of THE LANCET. 

Sir,—I have been very much struck during the last 
18 months while examining soldiers on their discharge, 
and after their discharge, when claiming for pensions, 
by the abnormal number of cases of thickened arteries 
occurring in men between the ages of 20 and 28, who 
have suffered from malaria during some period of their 
service. Many of these cases apparently have only 
been of mild type, some have been undergoing quinine 
treatment for prolonged periods, others have not. 

I should be very glad to hear if this experience has 
been shared by other members of medical boards 
especially. 

I may say that an examination of urine in these cases 
has been a routine, and the condition of arteries appa- 
rently exists in subjects which show no signs of, and in 
whose history there is no evidence of, albuminuria. 

Iam, Sir, yours faithfully, 


A. HURRELL STYLE, M.D. 
Ministry of Pensions, Headquarters, Suffolk Area, 
Church House, Bolton-lane, Ipswich, March 17th, 1920. 





THE GENESIS OF TWINS. 
To the Editor of THE LANCET. 

S1r,—In a recent number of Genetics ' I have presented 
statistical evidence which shows, I believe conclusively, 
that it is far more probable that twins form a homo- 
geneous group of uniform origin than that they are of 
two distinct types—‘‘ fraternal’’ and *‘ identical.’’ Dr. 
Thorndike’s data are, I believe, the only extensive body 
of measurements of twins, and from his data it appears 
that (1) the variation in resemblance agrees closely 
with the variations due to sampling on the hypothesis 
of uniform origin, and is materially less than it would 
be for dual origin ; (2) twins most alike in any one trait 
are not more alike than other twins in other traits. 

In view of these facts the genesis of twins becomes a 








new problem, and I have ventured to put forward the 


! Princeton University Press, September, 1919. 
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hypothesis that twins arise from identical ova fertilised 
by different spermatozoa. Physiological evidence is 
probably beyond our reach; genetic evidence is, how- 
ever, sufficient to prove or disprove this suggestion. If 
it be true, twins who differ in any Mendelian character 
must have a heterozygous father. In the comparatively 
few cases which I have so far collected, which include 
eye colour, osteopathyrosis, and colour-blindness, it 
has, in fact, been the father and not the mother who is 
heterozygous. Extensive pedigree material is being 
searched for similar cases, and it is in order to make a 
wide appeal to physicians that I beg the indulgence of 
your space. 

Eye colour, being, I believe, the only normal human 
trait which is certainly Mendelian in inheritance, 
naturally supplies the great majority of the cases. I 
therefore add a simple tabular form in which complete 
information as to a single family may be included :-- 





Father. | Mother. Twins. Brothers. Sisters. 


Simplex 1 1 
Duplex. 1 


Unknown 





Simplex stands for the complete absence of yellow or 
brown pigment from the iris; duplex stands for its 
presence, as in black, brown, and hazel eyes. 

I am, Sir, yours faithfully, 
R. A. FISHER, 
; Statistician. 
Statistical Laboratory, Lawes Agricultural Trust, Rothamsted 
Experimental Station, Harpenden, March 22nd, 1920. 


Che Serbices. 


ROYAL ARMY MEDICAL CORPS. 

Lient.-Col. F. E. Gunter relinquishes the temporary rank 
of Colonel. 

Lieut.-Col. W.J. Taylor retires on retired pay. 

Major D. Ahern relinquishes the temporary rank of 
Lieutenant-Colonel. 

Major A. C. Osburn relinquishes the acting rank of 
Lieutenant-Colonel. 

The undermentioned relinquish the acting rank of Major: 
Capt. and Bt. Major T. A. Weston; Capts. R. H. Lucas, 
L. 8. C. Roche, 8. H. Smith, W. T. Graham; Temp. Capts. 
C. B. Davies, R. B. Roe, E. J. Maxwell, P. McCool, 
F. O. Clarke, L. Anderson. 

To be acting Majors: Capt. and Bt. Major W. F. Christie; 
Capt. W. B. Reunie ; Temp. Capt. C. B. Jones. 

Capt. J. W. G. H. Riddel resigns his commission. 

Capt. J. E. Hepper is seconded for service with the 
= tk Army. 

. J. Whelton to be temporary Captain. 

Temp. Lieut.-Col. G. 8. Jackson (Major and Bt. Lieut.-Col., 
7th North’d Fus., T.F.) relinquishes his temporary com- 
mission. 

Officers relinquishing their commissions:—Temp. Major 
J.L. Maxwell (retains the rank of Major). Temp. Capt. H.C. 
Gibson (granted the rank of Major). Temporary Captains 
retaini: g the rank of Captain: H. S. Sugars, R. A. C. Rigby, 
H. L. 8. Griffiths, J. A. R. Thompson, T. 8. Goodwin, A. R. 
Jennings, W. Weir, H. M. Wilson, W. J. Thomas, R. K. H. 
Gillespie, W.C. Mayo, A. H. Manfield, A. Leitch. 


GENERAL RESERVE OF OFFICERS. 
Captains relinquishing their commissions: F. Oppen- 
heimer and H. B. Sherlock (retains the rank of Captain). 
SPECIAL RESERVE OF OFFICERS. 
Captains relinquishing their commissions and retaining 
the rank of Captain: P. A. O’Brien and C. 8. Parker. 
TERRITORIAL FORCE. 


Capt. (acting Lieut.-Col.) J. M. A. Costello relinquishee the 
acting rauk of Lieutenant-Colonel on ceasing to be specially 
employed. 

apt. (acting Major) W. Applevard relinquishes the acting 
rank of Major on ceasing to be specially employed. 

_ West Lancashire Divisional Sanitary Section : Capt. A. Reid 
is seconded. . 








ROYAL AIR FORCE. 


Medical Branch.—The undermentioned are transferred to 
Be eaRlored list: Capt. W. H. Anderson; 2ud Lieut. 
« W. Boot. 





Capt. J. J. Sinclair relinquishes his commission on 
account of ill-health contracted on active service, and is 
permitted to retain his rank. 

INDIAN MEDICAL SERVICE. 

Capt. T. D. Murison to be temporary Major. 

THE HONOURS LIST. 

Temp. Lt.-Col. R. J. Norris, R.A.M.C.. has been appointed 
a Commander of the Most Excellent Order of the British 
Empire, for valuable services rendered in connexion with 
the war. 

The name of Surg. Lt. H. C. C. Joyce, R.N., has been men- 
tioned in despatches. — 


FOREIGN DECORATIONS. 
American. 


Distinguished Service Medal.—Lt.-Col. and Bt. Col. Sir E. $8 
Worthington, Kt., K.C.V.O., C.B., C.M.G., R.A.M.C. 


Belgian. 
Ordre de la Couronne.—Officier : Temp. Maj. C. Christy, R.A.M.C. 
Ordre de Leopold II.—Commandeur: Lt.-Col. Sir D. Prain, Kt., 
C.M.G., C.1.E., F.R.S., I.M.S. (ret.). 
Médaille du Roi Albert.—Capt. O. R. Horwood, Austr. A.M.C 
Egyptian. 
tth Class: Surg. Comdr. J. Thornhill, R.N 
French. 
Légion dd’ Honneur.—Officier : Maj. D. L. Fisher, D.S.0., R.A.M.C. 
(TF) 


Order of the Nile. 


Croix de Guerre.—Capt. W. Donald, M.C., R.A.M.C. (S.R.); Temp. 
Capt. H. L. Messenger, M.C., R.A.M.C. 

Ordre de U Etoile Noire.—Officier : Maj. J. H. Barbour, R.A.M.C. 

Médaille d’Honneur avec Glaives (en Vermeil).—Capt. W. V. 
Corbett, R.A.M.C. 

Médaille des Epidémies (en Argent).—Capt. and Bt. Maj. R. E. 
Kelly, C.B., R.A.M.C. (T.F.); Capt. J. F. Roberts, R.A.M.C.(T.F.). 

Hedjaz. 

Order of El Nahda Class: 

R.A.M.C. 


ith Temp. Capt. G. C. Ramsay, 


Italian. 
Order of the Crown of Italy.—Commander : Col. C. A. Hodgetts, 
C.M.G., Can. A.M.C. Officer: Maj. C. Bramhall, O.B.E., R.A.M.C. 
Cavalier: Capt. P. R. Bolus, R.A.M.C, (T.F.). 
Japanese. 
Order of the Rising Sun.—3rd Class: 


Surg. Capt. G. 
C.B.E., R.N. 


T. Broatch, 
Portuguese. 
Military Order of Aviz.—Commander : Capt. J. W. McNee, D.S.O., 
R.A.M.C.(S.R.); Col. A. D. Sharp, C.B., C.M.G., A.M.S. (T.F.) 
Serbian 


Order of St. Sava.—sth Class: Capt. C.G. Skinner, R.A.M.C. (T.F 


THE MEDICAL SERVICES IN AFGHANISTAN. 


IN a despatch dealing with the operations against 
Afghanistan, commencing in April, 1919. the Commander. in- 
Chief in India makes the following references to the medical 
services :— 


As regards the Medical Service, the number of regular R.A.M.C. 
and I.M.S. officers available in India was short of our requirements 
for complete mobilisation. The source of recruitment of these 
categories in India is small, and it had been found impossible to 
make good the deficiency from home. I was fortunate, however, 
in obtaining the services of 107 officers and 1280 other ranks of the 
R.A.M.C. who happened to be in India en route from Mesopotamia 
to the United Kingdom. The field medical units of the field army 
were already partially mobilised with personnel when the outbreak 
of war occurred, and the equipment of other field medical units and 
of 21 general hospitals was held ready for issue in medical mobilisa- 
tion stores. The number of mobilised medical units employed during 
the campaign amounted to 29 field ambulances, 12 casualty clearing 
stations, 53 staging sections, 15 sanitary sections, 8 advanced depots 
of medical stores, 1} base depOt medical stores, and 16,000 beds in 
general hospitals—i.e., 5000 for British and 11,000 for Indians. 
The general hospitals were established at Landi Kotal, Peshawar, 
Nowshera, Rawalpindi, Gharial, Kuldana, Kohat, Bannu, Dardoni 
(near Miranshah), Dera Ismail Khan, Tank, Manzai, and Quetta. 
In addition to these, convalescent camps provided accommodation 
in the Murree Hills for 1200 British at Upper Topa and Lower 
Gharial and for 3000 Indians at Kohat and Rawalpindi. Medical 
transport included two British and eight Indian broad-gauge 
ambulance trains, one combined British and Indian narrow- 
gauge ambulance train, and over a hundred specially fitted railway 
ambulance coaches for use with the ordinary passenger service. 

The two outstanding features of the campaign from the medical 
point of view were, firstly, an outbreak of cholera of unusual 
severity, and, secondly, the abnormal climatic conditions under 
which the troops were called upon to operate. An epidemic of 
cholera, seldom equalled in extent and severity during the past ten 
years, was raging among the civil population of the Punjab and 
North-West Frontier Province during the period of the operations. 
It first made its appearance among the troops in the forward areas 
at Hangu on June lst and at Jamrud on June 4th, but though it 
spread rapidly in both the Kohat and Khaibar areas and for a time 
gave rise to grave anxiety, it was successfully stamped out by 
June 20th, an achievement for which the Medical Service deserves 
the greatest credit. A severe epidemic also occurred in Deraiat 
and the Tochi Valley, and cases continued intermittently from the 
middle of June till the close of the operations. 

Shortly after the outbreak of hostilities a heat wave of remark- 
able severity occurred over the whole of the Punjab and North-West 
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Frontier Province, the daily shade temperatures registered at 
Peshawar in May, June, and July being 5 to7 F. above the daily 
average of the past 20 years. The Government of India will 
appreciate how great a strain was imposed on the troops when 
called upon to operate under these conditions in such areas as the 
Khaibar, the Kurram, the Derajat, and Waziristan 

In spite of these conditions the incidence of sickness was not 
excessive. The total admissions during the period May 5th to 
August 9th amounted to 10,882 British and 45,774 Indians, giving a 
daily adimission-ratio per 1000 of 4°98 British and 2°97 Indians. This 
compares not unfavourably with adimissionu-ratios in Mesopotamia, 
which in 1917 were 504 and 2lland in 1918 348 and 2°27 
tively. 
The Commander-in-Chief also states that the energy and 
promptness displayed in dealing with an outbreak of cholera 
reflect the greatest credit on the Medical Service, whose 
work throughout has been deserving of the highest praise. 


respec 


THE CHADWICK GOLD MEDALS. 

At the first of the three lectures on Military Hygiene in 
Peace and War, delivered on March 8th at the Royal Society 
of Arts by General Sir John Goodwin, Sir William J. 
Collins, chairman of the Chadwick trustees, presented the 
Chadwick gold medals and prizes of £100 to Surgeon- 
Commander Edward L. Atkinson, D.S.O., R.N., and 
Brigadier-General W. W. O. Beveridge, C.B , C.B.E., D.S.O., 
A.M.S., for services in promoting the health of the men in 
the pavy and army. Surgeon-Commander Atkinson, who 
in 1909 began investigations into the use of vaccines in 
gonorrhceal rheumatism, formed one of the medical section 
of the Antarctic expedition under Captain Scott in 1913, and 
in the following year, when on a Colonial Office investiga- 
tion into tropical diseases, contributed to the discovery of 
the life-cycle and mode of spread of Schistosoma japonicum. 
During the war he rendered valuable services in the preven- 
tion of disease caused by pests of flies. He has heen 
awarded the Albert Medal for saving life on a burning ship, 
and a brief account of his gallant action was published in 
THE LANCET of May 24th, 1919, p. 915. Brigadier-General 
Beveridge was Assistant Director of Medical Services for 
Sanitation at General Headquarters during the whole period 
of the war, and was the initiator of the Divisional Sanitary 
Section in 1914. He was a member of many important 
committees for the investigation of disease and the conser- 
vation of food, was responsible for pure water-supplies in 
the field of operations in France, and invented several pro- 
cesses which greatly conduced to economy and efficiency in 
general sanitation during hostilities. , 


DEATHS IN THE SERVICES. 

Deputy Surgeon-General C. A. Innes, A.M.D. (retired), died 
at Lynwood, Charmouth, Dorset, in bis eighty-ninth vear, on 
March 17th. He received his first commission in 1855, and 
was present at the siege and capture of Sebastopol (medal 
with clasp, and the Turkish medal). In 1856 he joined the 
52nd (Oxfordshire) Light Infantry and proceeded with this 
regiment to India, where he was present at the siege and 
assault of Delhi, his regiment furnishing the storming party 
of the Kashmir Gate (medal, and promoted in recognition of 


his services). He also served for many years with the 
16th (Queen’s) Lancers. 
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NATHANIEL PAINE BLAKER, M.R.C.S., L.S.A. 


ALTHOUGH he had long given up active work, Mr. 
Nathaniel Paine Blaker, who died at Cherington, Hurst- 
pierpoint, on March 12th, will be widely mourned. 
particularly in his native county of Sussex. 

Born at Mays, Selmeston, in 1835, ‘*‘ Nat’’ Blaker. as 
he was affectionately known all through his life, left 
school at 16, and began to learn farming, but after a 
year’s work, discouraged by the agricultural depression, 
he determined to enter the medical profession, and 
became a pupil at the Sussex County Hospital at 
Brighton. Three years later he went to Guy’s, took his 
M.R.C.S. and L.S.A. in 1858, and was appointed assistant 
surgeon at the Convict Hospital at Lewes. From there 
he went with the invalid convicts to the newly-built 
model prison at Knapp Hill, Woking. In 1860 he 
returned to Brighton as house surgeon first to the Dis- 
pensary, and then to the Sussex County Hospital. On 
the termination of this appointment three years later 
he set up in private practice, and soon gained a large 
clientéle as a pioneer of the new Listerian methods. He 
had patients in all parts of the district, where, driving 
his own pair-horse phaeton, he became a familiar 
figure. 











Mr. Blaker appeared in many famous cases, of which 
the most notable was the Brighton chocolate poisoning 
mystery. Called to several cases of sickness after 
eating fruit and chocolate, his suspicions led him to 
communicate with the police, with the result that 
a certain Miss Edmunds was arrested and was placed 
on trial. This woman had formed an insane attachment 
to a local medical man, and had conceived the idea of 
disposing of his wife. She sent anonymous presents of 
poisoned chocolate and fruit, and in the hopes of 
diverting suspicion contrived that poisoned chocolates 
should be mixed with the stock of a local confectioner. 

Mr. Blaker was the author of a book of reminiscences 
entitled *‘ Sussex in Bygone Days,’’ describing the 
village life of last century, with its primitive habits and 
customs. The chapter on Altered Type of Diseases is of 
special interest. Mr. Blaker was impressed with the 
decline of vesical calculi, especially in children, of bone 
syphilis and tubercle, and with the increase of neurotic 
ailments. Of his experiences as surgeon to the prison 
at Lewes he says: ‘I learned also that men, even con- 
victed felons, are not all bad, that some traces of good 
feeling are always to be found, and I must say I received 
as much gratitude, or even more, from convicts than 
from many others.” 

Although he had lived in retirement for 20 years 
Mr. Blaker’s death leaves a notable blank in the county 
of Sussex, for his memory is still treasured by a large 
circle of old patients, friends, and colleagues. He was 
admired and respected alike for his medical knowledge. 
his sound judgment, and his intellectual honesty, while 
his kindness and friendly interest endeared him to all 
who came in contact with him. It was these gifts that 
enabled him to become—as undoubtedly he was-——one 
of the most successful practitioners of his day. 


GEORGE VICTOR PEREZ, M.B. LOND. 

THE death from pneumonia of Dr. George V. Perez at 
his home in Santa Ursula, Tenerife, on Feb. 29th, 
removes a physician of international distinction. The 
descendant of a line of doctors, Dr. Perez received his 
training at University College Medical School, after 
wards holding a resident appointment at the Brompton 
Hospital for Consumption. He graduated M.B. Lond. 
in 1883 and returned to Tenerife, where he was for 
many years the leading physician in Orotava. 
He was known to medical literature through his 
description of the characteristic sounds often yielded 
by fibrous mediastinitis—*‘ Perez’s sign.’’ His clinical 
work combined great accuracy and observation with a 
special keenness for therapeutics. He was an early 
advocate of tincture of iodine for typhoid. He cherished 
a strong belief in the healing virtues of raw garlic for 
pulmonary and other affections. His latest therapeutic 
inquiry related to the beneficial action of eucalyptus in 
glycosuria and diabetes, following on the work of Dr. 
A. G. Faulds of Glasgow. For long his health had not 
been good. After undergoing a severe abdominal opera 
tion in London he did not completely recover his 
strength ; and shortly he retired from practice. But his 
active mind never rested from the attempt to elucidate 
pathological problems. The medical profession loses 
in him an untiring student. 


MORGAN DOCKRELL, M.A., M.D. DUB. 

Dr. Benjamin Morgan Dockrell, who died in London 
on March 15th in his sixty-first year, was son of the 
late Thomas Dockrell, of Monkhouse, co. Dublin, and 
was educated at Cheltenham and Trinity College. 
Dublin, taking his clinical studies later at Dr. 
Steevens’ and Adelaide Hospitals. Qualifying in 1882. 
he started in special dermatological practice six years 
later, and was for nearly 30 years on the staff of 
St. John’s Hospital for Diseases of the Skin in Leicester 
square, being senior physician and Chesterfield lecture 
at the time of his death. During his period of service 
the hospital developed into a large skin clinic and 
became a centre of post-graduate teaching. He was 
intimately associated with the London Dermatologica! 
Society, presiding over its gatherings in 1912. He had 
been in failing health for two or three years. his death 
coming suddenly in the midst of his work. 
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Parliamentary Intelligence. 


HOUSE OF COMMONS. 
WEDNESDAY, MARCH 17TH. 

Major DAvip Davies asked the Pensions Minister if 
medical men employed on medical boards had had their pay 
raised by 50 per cent., while medical men employed as 
assessors on sessional rates had had their pay raised by only 
25 per cent. ; if so, whether he would state for what reason 
this distinction was made.—-Sir J. CRAIG (Parliamentary 
Secretary to the Ministry of Pensions) replied: The answer 
to the first part of the question is in the affirmative, but the 
conditions of work of the medical board and the assessor are 
not the same, the members of the board being drawn from a 
pane}, while the assessors are continuously employed. 

Tuberculosis Expert on Medical Boards. 

Mr. WILLIAM GRAHAM asked the Pensions Minister 
whether his attention had been directed to the fact that 
many discharged men suffering from tuberculosis in all 
parts of the country were being sent to ordinary medical 
boards for the re-assessment of their pensions ; whether these 
= were, in many cases, being reduced ; and whether 

e would take steps to ensure that an expert in tuberculosis 
should always be a member of a medical board when it dealt 
with the cases of men suffering from tuberculosis.—Sir J. 
CRAIG replied: Whenever a specialist’s opinion is required 
arrangements are made to secure either that the tuberculosis 
officer of the district sits on the board, or that the man is 
referred to him for examination and report. 


THURSDAY, MARCH 18TH. 
Home Treatment of Disabled Men. 

Mr. WALLACE asked the Pensions Minister whether he was 
aware of the dissatisfaction caused by one of the regulations of 
his Department which provided that before home treatment 
to disabled men recommended by the ordinary medical referee 
could be granted the recommendation might be cancelled 
by the D.C.M.S.. who did not even see the disabled men ; and 
what steps he proposed to take to remedy this.—Sir J. CRAIG 
replied: Iam not aware of the dissatisfaction. The Deputy 
Commissioner of Medical Services may order hospital! treat- 
ment instead of home treatment, but this occasions no 
hardship to the disabled man, who receives adequate allow- 
ances while in hospital, and also while awaiting admission. 
The Deputy Commissioner cannot, under the terms of the 


revised Circular 204, refuse allowances to a man accepted for 
home treatment without either having the man examined or 
obtaining the medica! referee’s concurrence. 


Institutional Treatment of Tuberculosis. 


Lieutenant-Colonel FREMANTLE asked the Minister of 
Health whether public health authorities were responding to 
the pressure he was putting upon them to provide further 
institutional accommodation for tuberculosis; whether such 
provision would require the diversion of labour and material 
from housing operations ; and whetber he would therefore 
require bealth authorities in the first instance to make full 
use for this purpose of any vacant accommodation in Poor- 
law infirmaries.._Dr. ADDISON replied: The answer to the 
first part of the question is in the affirmative. I am doing 
all that is possible to facilitate the use by public health 
authorities for the treatment of tuberculosis of vacant 
Poor-law accommodation, in so far as it is suitable for the 
purpose, but the need for further provision for this purpose 
cannot be wholly met in this way. I do not think that the 
limited and necessary amount of new building for sana- 
toriums will affect housing operations. 


Small-pox at Poplar. 
*" Mr. ROBERT YOUNG asked the Minister of Health whether 
he was aware that an attempt had been made to burn down 
Bells Wharf, at Bromley-by-Bow, by persons unknown; 
whether the apparent reason for this attempt was the 
retention on these premises of goods believed to contain 
small-pox infection; whether nothing had been done to 
remove these goods for destruction since the outbreak of 
small-pox there, which occurred three weeks ago; whether 
persons who had been in direct contact with small-pox 
infection had not been isolated, but allowed to go about 
freely and mix with the community generally; whether 
some of these contacts had since developed small-pox; 
whether houses in which small-pox cases had occurred had 
not been thoroughly cleansed by the stripping of walls and 
lime-whiting, as in previous outbreaks; and what action he 
proposed to take to compel the local authority to do every- 
thing within its power to prevent the spread of this diease.—— 
Dr. ADDISON replied: I have no information as to the first 
two parts of the question, but Iam informed that the goods 
referred to are now being removed from the wharf. I 
understand that in accordance with the usual modern 
practice, persons who are known to have been in recent 
contact with others who have since developed small-pox are 





offered free vaccination and are bathed and their clothes 
disinfected, and they are kept under daily observation by the 
medical officers of the borough council for a period of 
16 days. Iam advised that as a general rule the incubation 
period of the disease is 12 days, and that during that period 
the infection of the disease is notspread, but that should any 
negate under medical observation exhibit symptoms of illness 

e would at once be isolated. The answer to the fifth part 
of the question is in the affirmative, but I should point out 
that of the five contacts who have developed small pox three 
refused vaccination. I am advised that the method of dis- 
infection of houses which has been adopted in Poplar is con- 
sidered satisfactory, and that the local authority are doing 
everything within their power to prevent the spread of the 
disease. 

Welsh Board of Health. 

Mr. ALFRED T. Davies asked the Minister of Health 
whether a woman had been appointed to the Welsh Board of 
Health ; whether reorganisation had taken place due to the 
increased work under the new Ministry of Health Bill, under 
which the Welsh Board of Health had been reconstituted 
from the late Insurance Commission; if so, what, if any, 
responsible positions under the Board had been allocated to 
women; and whether appointments had been made in 
accordance with the first of the words used in Clause 6 of 
the Ministry of Health Bill that the Minister in making 
appointments of staff should give equal consideration to 
the suitability of persons of both sexes.—Dr. ADDISON 
replied: The reply to the first re of the question is in the 
negative. The organisation of the Board and staff of the 
Welsh Board of Health is not yet complete, and due con- 
sideration will be given to the points raised in the honourable 
Member’s question. 

Nursing Associations and the Ministry of Health. 

Captain REGINALD TERRELL asked the Minister of Health 
if he would state what reasons had actuated him in refusing 
the request of the Council of the Queen Victoria’s Jubilee 
Institute for Nurses that representatives of the county 
nursing associations and of the institute should be appointed 
on certain of the consultative councils under his Depart- 
ment.—Dr. ADDISON replied: The total membership of a 
consultative council is restricted by Order in Council to 20, 
and I regret that within this limit it was not found possible 
to include persons having the special type of knowledge and 
experience in question in the Council on Medical and Allied 
Services. I am hoping, however, to have the advantage of 
their assistance on any committee of the council appointed 
to consider the future organisation of nursing services. 

FRIDAY, MarcH 19TH. 
Dogs’ Protection Bill. 

Sir F. BANBURY, in moving the second reading of the 
Dogs’ Protection Bill, said that similar Bills had been read 
a second time on three previous occasions. The present 
measure was in the form in which it left the Standing 
Committee last year. Although there was considerable 
opposition on the part of some medical men to the Bill, he 
claimed that the opposition was by no means unanimous. 
According to an article in THE LANCET in May last year, it 
would appear that the progress of medical science would 
not necessarily be interrupted if his Bill were passed. He 
was anxious to test the feeling of the House on that 
occasion, and he hoped, therefore, that there would be a 
division. 

Sir WATSON CHEYNE moved that the House should refuse 
to proceed further with a measure which would impose an 
unnecessary and serious obstacle to medical research. Last 
year nothing, in his opinion, was said in support of the bill, 
except that the dog was the friend of man. This was really 
a matter of sentiment, and he would ask Sir F. Banbury 
whether the limitation of the operation of the measure to 
dogs meant that he would permit experiments on other 
animals? 

Sir F. BANBURY said that he was concerned only with the 
Bill before the House. Ifa Bill was brought in dealing with 
other animals he would deal with it then. 

Sir WATSON CHEYNE, continuing, said that the Bill was 
really class legislation of the very worst kind. Asa matter 
of fact, dogs only formed a very small proportion of the 
animals operated on. The return for 1913, which was the 
latest available, showed that out of a total of 88,000 experi- 
ments on animals only about 400 or 500 dogs were dealt 
with. ‘The chief reason why the dog was used in experi- 
ments was that, more than any other animal, his physio- 
logical processes approached closely those of man. Another 
reason was that as the dog lived with man and was the 
friend of man he was more easily handled in experiments, 
being undisturbed by fear. The popuiar idea seemed to be 
that the momenta medical man saw a dog he cut it open to 
see what it looked like inside. The whole subject of an 
experiment was caretully thought out weeks beforehand, and 
then the animal which would yield the best results from it 
was chosen. In the course of years a great deal of surgery 
had been built up on experiments on dogs. For example, 
there were spina! surgery and the surgery of the brain. The 
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idea of this Bill was to prevent painful experiments, but on 
this point he claimed that the measure was unnecessary. 
The great majority of the work done upon dogs did not cause 
pain. Itseemed to him rather curious that an owner of a dog 
might save his money by giving it any food he chose, but if he 
wanted to find out what was the best kind of food he was obliged 
to have a licence. The largest number of experiments on dogs 
were feeding experiments, and these would be stopped by 
this Bill. He hoped when this Bill was brought forward 
again next year that its promoters would find a better 
phrase than ‘calculated to cause pain.’’ lt was utterly 
wrong, and “likely to cause pain’’ would be much better. 
In cases where an anesthetic was used, and the anwsthetic 
was ultimately increased until the animal died, there would 
be no pain. Experiments of this kind had produced informa- 
tion of enormous value. It had been found that every 
muscle of the body was connected with a part of the brain. 
In the case of disease or injury the part of the brain which 
was the seat of the injury could be mapped out by the 
reaction of the muscles. This was done during the recent 
war. He was not prepared to say that there were no 
experiments which might not cause pain, but he had 
thought the matter out very carefully, and his view was 
that the number of experiments on dogs that were painful 
must be very few. For the last 30 or 40 years the 
avesthetising of dogs had been quite perfect. The sight of 
the requisite apparatus for these experiments in catalogues 
of instruments and appliances led the uninitiated to regard 
them as instruments of torture. But in the performance of 
a delicate operation it was necessary to have the subject 
fixed, and somewhat elaborate arrangements were necessary 
for that purpose. It was not necessary to abolish experi- 
ments on dogs in order to save the animals pain. If it were 
considered necessary to have more frequent or even constant 
official inspection of experiments no one would raise the 
slightest objection. The successfal transfusion of blood, by 
which the livesof many soldiers had been saved during the 
war, was entirely the result of experiments on dogs. Why 
was it that medical men and scientists all over the world 
were opposed to the principle of this Bill? It was absurd to 
think of men of high repute in science standing in dark 
corners totortureanimals. The reason for theiropposition was 
because they realised their ignorance, and that they did not 
know nearly enough to carry through their job successfully. 
They wanted more knowledge. They could not afford to 
allow any means of acquiring more knowledge slip past 
them. It had been stated that more people had died of 
influenza since the armistice than were killed during the 
Great War. Ten people died every hour of the day and night 
from cancer and tuberculosis. With such an appalling 
death-rate from diseases of which they knew nothing they 
could not afford to give up any possible sources of informa- 
tion. He believed that the solution of the problem of cancer 
would come through investigation on dogs. The House, in 
dealing with this matter, had human life in its hands, and 
if it passed this Bill it would assume a great responsibility. 

Captain LOSEBY, in seconding the motion, said he did so, 
not’ because he loved dogs less, but because he loved his own 
kind more. ’ 

Sir J. BUTCHER, in supporting the Bill, contended that 
the present law did not prevent painful experiments. 

Lieutenant-Colonel MoorE-BRABAZON said the medical 
profession might be very knowledgeable on the subject of 
physiology, but they were extraordinarily ignorant of 
psychology. If they eliminated the vivisection of the dog 
they would take the heart out of the antivivisection move- 
ment in thiscountry. The medical profession was probably 
the most reactionary trade-union that existed. If they 
would let this Bill go through there would be no opposition 
to vivisection of other animals. 

Captain ELLiot described the Bill as a _ pettifogging 
measure to obstruct as far as possible the progress of 
medical science. In rejecting the Bill last year the House 
earner a service of the utmost importance to humanity. 
Researches which began immediately after its rejection, and 
which would have been stopped if it had passed, had led to 
great scientific results and would lead to many more. The 
dog was the only animal upon which experimentsir relation 
to the heart could be carried out. Asa result of those experi- 
ments they were already beginning to find out something of 
the causes of heart disease. The House would be takinga 
terrible and overwhelming responsibility if it stopped these 
investigations. He did not think that any Member who 
went round a hospital and saw the wretched and blue-faced 
people sitting in bed gasping for breath, their legs swollen 
with dropsy, would take the responsibility of stopping these 
experiments. He thought that when they had a report from 
the Medical Research Committee saying that in their opinion 
this Bill would be in many directions a hindrance to the 
work of medical research their opinion was worth the 
utmost respect. That Committee had been working 
raged on the question of rickets, and recent events 
ad led to a great spreading of that disease in Central 
Europe, where it affected 8 per cent. of the children. 
—The honourable Member was still speaking at 5 o’clock 











when, in accordance with the rules of the House, the debat: 
stood adjourned. The Bill accordingly was ‘‘ talked out."’ 
Typhoid Fever in the Army. 

Mr. ROBERT YOUNG asked the Secretary for War whether 
a number of cases of illness in the army occurring in 191 
and 1916 in the Near East and sent to Malta, Lemnos, an: 
other places were diagnosed by the clinical symptome a 
typhoid fever; whether the majority of these cases wer: 
subsequently returned as suffering from other diseases, the 
altered diagnosis being based on agglutination tests per 
formed by bacteriologists sent out for the purpose; and if 
he would say how the figures regarding typhoid fever 
in the late war could be compared with those for other 
campaigos in view of this alteration in the method of 
diagnosis.._Mr. CHURCHILL replied: Under active service 
conditions in the field it was often impossible to carry out 
careful and prolonged bacteriological and clinical examina 
tion of cases. Under these circumstances a provisiona! 
diagnosis was returned. Such cases on reaching the base 
hospitals, as at Mudros, Malta, and Lemnos, were 
subinitted to bacteriological and clinical examination 
as a routine measure by the a. and phy 
sicians attached to such hospitals. In many cases the pro- 
visional diagnosis was altered, but until the investigation 
of the records which is now proceeding is completed it is not 
possible to giveany estimate of the number of cases in which 
such alteration of diagnosis was necessary. Some of the 
cases provisionally diagnosed as enteric were subsequently 
returned as suffering from other diseases; and other cases, 
provisionally diagnosed as dysentery or diarrhea, were finally 
diagnosed as typhoid or paratyphoid fever on the bacterio 
logical evidence. The diagnosis of disease has undoubtedly 
been more accurate in the late war than in any previous 
campaign. 

Mr. WATERSON asked the Secretary for War whetber 
the figures regarding typhoid fever in the British army 
contained in the recent White Paper were based on returns 
made by clinical diagnosis of the disease, or whether the, 
were based on returns made by bacteriologists after agglu 
tination tests had been made.—Mr. CHURCHILL replied : 
The figures in question were based on returns made both 
by clinical and bacteriological diagnosis. Bacteriologica! 
diagnosis was employed in every case so far as the circum 
stances permitted. 

MonbDAY, MARCH 22ND. 
Medical Services in the Army. 

On the motion for going into Committee on the Army 
Estimates, 1920-21, Vote A, 

Lieutenant-Colonel FREMANTLE said he wished to call 
attention to the Army Medical Service from a higher point 
of view than that taken professionally. Medical administra 
tion was not merely concerned with the cure of the sick and 
wounded and the prevention of disease, but it went to the 
root of efficiency, and therefore to the efficacy of strategy. 
Discoveries had been made from time to time of vast wastage 
in the reduplication of technical personne! in different forces 
of the Crown. He would confine himself to the medica! 
service. They had not only the Army Medical Corps and 
the Naval Medical Service, but the Flying Force was now 
starting a medical service of itsown. There was also frequent 
overlapping of the ground covered by the Army Medical 
Corps, by the Indian Medical Service, the Colomial Office, 
and the Foreign Office. An enormous economy might be 
effected by a system of codrdination, and be —— that 
the Army Council! should take up the question of creating an 
Imperial General Medical Service. The work of medical 
men who had seen service generally ended at the age of 45. 
and the country then threw them on to the rubbish-heap or 
the golf links. But there were abundant possibilities for 
these men if the Army Medical Service were linked up with 
the civil medical services, such as the Poor-law and 
Pensions. Territorial officers had always been penalised. 
and in the late war while the medica! officer who had done 
some training in peace-time was paid 14s., the officers who 
bad not done any pre-war training got 24s. He strongly urged 
that the Director-General of the Army Medical Service should 
not only have a seat on the Army Council, but should be 
responsible for,and have the power to guarantee, the organi 
sation, medical and sanitary, for the care and comfort of the 
sick and wounded in war. 

Captain ELLIOT said we had lost many thousands of men 
in the late war because the Army Council had not taken the 
straightforward advice of the Medical Service. The medica! 
corps had made contributions of the greatest value in respect 
to the treating of our armies in the field. He would simply 
mention two instances. It was impossible to give the yo ing 
recruit too much toeat. They gave these growing boys 400) 
or more calories a day, and they bolted it up, and like Oliver 
Twist came back for more. The best proof that these 
recruits did not get enough to eat was the fact that they 
were willing to spend their own money on food. They were 
to be seen going to the canteen to buy rice pudding at 
llo’clock in the morning. At the time of the demobilisa- 
tion the physiological experts warned the Army Council 
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that they would have a lot of these young fellows coming | 
back to the camps, and that it would be necessary to increase 
the rations. But the Army Council took no notice until the 
Australian troops mutinied, and then the Council conceded 
to force what they had hitherto refused to reason. Another 
case in point was in regard to a disease called bilharzia, 
whicb attacked our troops in Egypt. As a _ result 
of medical discoveries our troops were rendered practi- 
cally immune from this scourge, which had existed in 
Egypt from the time of the Pharaohs. He strongly urged 
that the Directcr-General of Medical Services shoulda have 
a seat on the Army Council. There were many medical 
men in Mesopotamia who were not released because they 
were told that they were indispensable in the teeth of the 
fact that there were a number of native doctors there who 
were able to take their place. The reason why they did not 
do so was because, whatever might be said about the capacity 
of India for self-government, there was no doubt that the 
ordinary Indian resented extremely having to depend upon 
native medical officers. Yet the white doctors were actually 
paid less than the native doctors. This grave injustice 
was causing the utmost discontent in Mesopotamia, which 
was spreading to the Indian Medical Service, a noble 
force which at present was in a state of seething unrest. As 
soon as these officers were given permission to resign 
their commissions many hundreds of them would do so. He 
welcomed the small estimate for starting an Army Dental 
Corps. Dental treatment was one of the black spots in our 
Medical Service. He thought it was scandalous, after what 
the army pursing sisters had gone through, that they should 
not have the direct status of an officer. The women medicals 
in attendance with the auxiliary forces were in an even 
worse state. They were not counted as belonging to 
His Majesty’s forces at all, and they did not get the income- 
tax rebate to which the other branches of the Service were 
entitled. The attitude of the War Office towards women 
was distinctly archaic, and badly required revision. 

Sir A. WILLIAMSON (Financial Secretary to the War Office) 
said that a considerable amount of codperation existed 
between the medica! branch of the War Office and the civil 
medical service, and there was every desire to extend it and 
make use of the best knowledge that was available wherever 
it could be found. 

The vote was agreed to. 


National Health Insurance Bill. 


Dr. ADDISON (Minister of Health), in moving the second 
reading of the National Health Insurance Bill, said it was 
proposed to increase the benefits in the case of men from 10s. 
to 15s. a week for sickness and from 5s. to 7s. 6d. for disable- 
ment. Im the case of women sickness benefit would be 
increased from 7s. 6d. to 12s., and disablement benefit on the 
same lines as for men. These benefits necessitated an 
increased contribution apart from the increased Treasury 
contribution of 3d. per insured person—namely, 2d. from the 
employer and ld. from the employee. Maternity benefit was 
increased from 30s. to 40s. Sanatorium benefit it was pro- 
posed to take out of the Insurance Act altogether as the first 
stage in a comprehensive policy of dee.ling with the whole 
problem of tuberculosis in respect of all sections of the 
population. That policy he hoped at some not too distant 
date to be able to state to the House. An extra 
amount, roughly equivalent to 2d. per insured person, 
would be given for the employment of medical referees 
and consultants whom societies had hitherto had to 
employ for themselves. The actual figure which would 
be contributed by the combined fund towards the cost 
of medical benefit was 9s. 6d. He had separated the 
medical benefit funds into distinct and definite departments. 
Drugs would be quite separate from the payments to practi- 
tioners for their services. He had arranged for a specified 
sum, in the aggregate £300,000, which would be devoted, 
under proper supervision and checks, in assisting the loco- 
motion of practitioners in rural and scattered districts. The 
medical men, with whom he had had many meetings, had 
recognised that in many respects, in certain places, insured 
persons had not had so satisfactory a service as they ought 
to have. The standard he had laid down, and which had 
been frankly accepted, was that a practitioner should give to 
the insured person as good and complete attendance as he 
gave to a private person. He was happy to say that the 
arbitrator had accepted the offer of 1ls., which he had made 
to the practitioners. 

Mr. T. MYERS said he was glad that the right honourable 
gentleman had referred to the provision to be made for 
medical referees. {t had always been a delicate matter for 
a private practitioner attending panel patients to exercise 
that anthority which he might have done for fear of suffer- 
ing injury in other directions. A limitation should be put 
on the number of panel patients a doctor could take on. 

Mr. ORMsBY GORE criticised the proposal to continue 
sanatorium benefit in Ireland when it was being abolished 
elsewhere. Tuberculosis would never be effectively com- 
bated if it was treated in one way in England and another 





in Ireland. 


Captain ELLIOT called attention to the serious® position ot 
the hospitals. The benefits of the National Insurance would 
have been utterly illusory had it not been for these volun 
tary institutions which were now faced with ruin. Yet the 
Ministry of Health made no announcement of anything to 
be done for them. Much remained to be done for the 
public health of this country, but much had been done. 
The people of this country were the healthiest in 
the world. They lived longer than the people of 
France or the people of America. Since the Franco-German 
War science had added five years to the life of the people of 
this country, and if the Minister of Health was properly 
supported he could add 10 or 15 years to the lives of our 
people. These were the rea! annexations and indemnities, 
and the doctors were the men to get them. 

Dr. ADDISON assured the House that there would be no 
hiatus in the treatment of tuberculosis owing to the change 
of policy. He thanked the Consultative Council for their 
aid in framing the Bill. 

The Bill was read a second time. 

Duplicate Artificial Limbs. 

Mr. RAMSDEN asked the Pensions Minister if he would say 
what were his reasons for refusing to supply a duplicate set 
of limbs to officers and men who nad been amputated above 
or below the knee. This attitude caused hardship to the 
men concerned, as artificial limbs frequently needed repair- 
ing which necessitated the men staying in bed and thereby 
breaking time until the limbs were repaired, when 
the dissatisfaction of the employer, owing to the time 
which was so frequently broken, acted as a deterrent 
to the men obtaming work.--Sir J. CRAIG (Parlia- 
mentary Secretary to the Ministry of Pensions) replied: 
There has been no refusal such as is suggested in the 
question. On the contrary, the principle is fully recognised 
that every officer or man who has lost a limb in the war 
should be supplied with a duplicate artificial limb for use 
when the first artificial limb is in need of repair. The 
systematic issue of the duplicate limb was commenced in 
October last, when the supply of the first artificial limb to 
the 42,000 officers and men concerned was approaching com- 
pletion, and it is making good progress. 

TUESDAY, MARCH 23RD. 
Inoculation in the Army. 

Mr. CHARLES EDWARDs asked the Secretary for War 
whether between 150,000 and 200,000 uninoculated men served 
in the British armies in France during the war; whether 
less than 4000 of these suffered froin enteric, typhoid, or 
paratyphoid fever ; and whether he attributed the immunity 
of these uninoculated men to the precautions taken regarding 
the provision of pure water and food and the measures for 
the destruction of refuse taken by the sanitary services. 
Mr. CHURCHILL replied: During 1917 there were in France 
approximately 30,000 men who had not recently, or had 
never, been inoculated, and during 1918 the number was 
approximately 70,000. Good sanitation has always had a 
beneficial effect in checking the spread of disease. It is, 
however, also true that the immunity these men enjoyed 
was due to the fact that there was only a very small propor- 
tion of non-inoculated men in each unit. 

Effect of Theatre Queues on Public Health. 

Sir JAMES Cory asked the Minister of Health whether his 
department had considered the effect on the health of the 
community of the practice of forming queues in all weathers 
for the galleries and pits of the London theatres ; and whether 
he would consider the desirability of calling a conference of 
theatre and music-hall managers to consider measures for 
doing away with this practice.—Dr. ADDISON replied: There 
is no sufficient evidence of the injurious effect of theatre 
queues to justify me in taking action in the direction 
suggested by the honourable Member. 

Miners’ Nystagmus. 

Mr. SwAN asked the Secretary for the Home Department 
if he would state what steps, if any, were being taken either 
to mitigate or prevent the spreading of the disease of miners’ 
nystagmus; and if he was aware of the great loss of coal 
output to the nation caused by it, as well as the physical 
pain caused by the disease to those affected.—Major Bairp 
(Under-Secretary to the Home Office) replied: Working in 
the insufficient light given by miners’ lamps is recognised as 
the main cause of this disease, and the question of improving 
the illumination is being investigated by a Departmental 
Committee, which my right honourable friend appointed 
last May under the chairmanship of the present Inspector of 
Mines. The Committee has been taking evidence both from 
those engaged in the industry and from scientific and 
medical experts, and conducting researches at the Home 
Office Experimental Station at Eskmeals and elsewhere, and 
they are about to carry out a series of practical trials with 
lamps giving a better light. The serious effects of this disease 
are only too obvious, and the honourable Member may be 
assured that all possible steps are being taken to find an 
effective remedy. 
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Medical Aetvs. 


UNIVERSITY OF CAMBRIDGE: DIPLOMA IN RADIO- 
LOGY AND ELECTROLOGY.—The next examination will be 
held at Cambridge: Part I.ton Tuesday, July 27th, with 
ractical work, and viva voce examination on July 28th; 
-art Il. on Thursday, July 29th, with practical work on the 
following day. Candidates desiring to take the diploma by 
thesis should apply to the secretary, Dr. Shillington Scales, 
Medical Schools, Cambridge, for the necessary certificate 
forms. Should sufficient entries be received, courses of 
lectures and practical work in pbysics and in electrology 
will be held in Cambridge. beginning June 22nd, and 
finishing about mid Augast, and in radiology, beginning 
Oct. 12th, and finishing in time for the examination at 
Christmas. The necessary clinical work can be carried 
out at Addenbrooke's Hospital, Cambridge. The physics 
course will be given by Dr. Crowther, by arrangement with 
Professor Sir Ernest Rutherford; the courses in radiology 
and electrology by the same lecturers, who have given the 
courses in London. Application should be made to Dr. 
Scales. It is hoped in future, to hold courses and examina- 
tions twice s year, the courses in Cambridge alternating 
with those in London. 


UNIVERSITY OF LIVERPOOL.— At examinations 
held recently the following candidates passed in the subjects 
indicated ; 

FINAL EXAMINATION FOR M.B. AND CH.B. 

Part I., Pathology.—F. H. Alexander, G. P. F. Allen. Eleanor E. 
Briant, G. L. Gately, H. T. Hughes, Isobel K. Johnstone, J. G. L. 
Jones, R. J. Jones, H. R. Madan, J. B. Oldham, T. R. Roberton, 
C. F. H. Sergeant, F. C. H. Sergeant, S. S. Shrikanth, C. C. L. 
Spurring, and T. A. Williams. 

Part I1., Forensic Medicine and Toxicology and Public Heaith. 
J. F.C. MeColl, J. C. Twomey, and 8. A. Walker. 
Part III., Medicine, Surgery, Midwiferu.—W. H. 

Mary 8S. Share-Jones. 

Honours, Second Class.—\isabel M. Collier and W. H. Evans, dis- 
tinction in Medicine ; and H. Reid, distinction in Surgery 

DIPLOMA IN PcBLIc HEALTH 
\. E. Saunderson and W. F. Young. 
LICENTIATESHIP IN DENTAL SURGERY 

Final Examination.—Dorothy A. Canning, C. H. Fearn, J. P. 
Flynn, G. Hepburn, E. F. Hope, A. R. B. Littlar, A. F. Morton, 
and J. Whitehead. 


Butler and 


UNIVERSITY OF MANCHESTER.—At examinations 
just concluded the following obtained the Diploma in 
Public Health: Ahmed Aziz, J. P. Broom, J. H. Campain, 
T. E. Dickinson, W. E. Fitzgerald, J. R. Jagger, E. F. Hill, 
M. R. Soni, A. V. Stocks, C. F. White; and the following 
obtained the Diploma in Veterinary State Medicine: W. A. 
Macgregor, E. J. B. Sewell. 


KING EDWARD’s HospITaL FUND FoR LONDON.— 
The following committee has been appointed to exercise the 
owers of President of King Edward’s Hospital Fund for 
,ondon during the absence from the United Kingdom of the 
Prince of Wales :—The Earl of Donoughmore, K.P., Viscount 
Finlay, G.C.M.G., the Governor of the Bank of England. 


A COMPLIMENTARY dinner to Sir George Makins 
will be held on Monday, May 10th,at the Wharncliffe Rooms, 
Hotel Great Central, London, at 7.30 p.m. for 7.45. Sir 
Cuthbert Wallace will take the chair. Any of Sir George 
Makins’s friends who would like to be present are asked, if 
they have not already done so, to notify Mr. C. Max Page, 
134, Harley-street, London, W.1, before Apri! 30th, in order 
that seating arrangements may te made. The payment of 
1 guinea, not including wine, is to be made at the Wharn- 
cliffe Rooms, and no tickets will be issued. 


RoyAL MEDICAL BENEVOLENT FUND GuUILD.—At 
the annual meeting of this guild, held on March 19th, at the 
London Mansion House, under the presidency of the Lord 
Mayor, appeal was made on behalf of an educational fund to 
assist the children of the beneficiaries of the Fund and also 
for the endowment of a bostel in London for necessitous 
widows and children on the books of the guild. For the 
hostel fund some £8000 to £10,000 are required. Lady Barrett 
made the interesting suggestion that kind-hearted people 
might undertake to pecome fairy godparents to individual 
children, and Miss Lillian Braithwaite said that as money 
was being squandered so recklessly in these days the 
necessary funds for the hostel ought to be forthcoming in 
afew weeks. No charity supplies a greater need than the 
Royal Medical Benevolent Fund, and the Guild not only 
relieves distressed members of the medical profession, who 
in caring for the lives of others have failed to make pro- 
vision for their own, but also looks after the education of 
their children and orphans. Lady Fripp, 19, Portland-place, 
London, W.1, is now chairman of the general purposes 
committee. 








DONATIONS AND BEQUESTS.—By will the late 
Lord Portman left £1000 each to the Blandford Cottage Hos 
ital and the Royal Blind Pension Society, £500 each to the 
etropolitan Convalescent Institution, the Herbert Con. 
valescent Home, Bournemouth, and the Samaritan Hospital ; 
£250 each to the Weymouth Eye Infirmary and the Surgical! 
Aid Society. 


THE ROLL OF HONOUR HOSPITAL FOR CHILDREN 
(WOMEN’s HOSPITAL FOR CHILDREN).—This hospital, which 
was founded in 1912 at a time when there were few infant 
welfare centres available and when the examination of 
elementary school children was impeded by the absence of 
any local clinics, is situated in the Harrow-road, in the 
centre of a district with an immense juvenile population. 
At present the work is being carried on in workmen’s 
cottages provisionally adapted for the purpose, but a 
permanent new building is urgently needed, and while a 
suitable site has been obtained only £13,000 have as yet been 
promised or subscribed towards the building fund. The 
eighth annual report, dated December, 1919, states that 
there is always a large waiting list for admission to 
the wards and the out-patient attendances continually 
increase. The number of cases admitted to the in-patient 
department was 144 and the number of new cases dealt 
with in the out-patient department 6246, the total 
number of attendances being approximately 64,722. The 
address of the hospital is 688, Harrow-road, London, W. 10, 
and the bankers are the London County, Westminster, and 
Parr’s Bank, Harrow-road. 


CENTRAL MIDWIVES BOARD.—A special meeting 
of the Central Midwives Board was held at (Jueen Anne’s 
Gate Buildings, Westminster, on March 18th, with Sir 
Francis H. Champneys in the chair. Several midwives 
were struck off the roll, the following charges, amongst 
others, having been brought forward :— 


Being in attendance at a confinement, the case being one of twins 
and the placenta and membranes not having been completely 
expelled two hours after the birth of the first child, the midwife 
did not explain that the case was one in which the attendance of a 
registered medical practitioner was required, as provided by 
Rule E. 21 (3): she neglected to wash the patient's external parts 
with soap and water and to swab them with an efficient antiseptic 
solution before making the first internal examination of the patient, 
as required by Rule E.8 (a), and medical aid having been sought 
for the patient she neglected to notify the local supervising 
authority thereof, as required by Rule E. 22 (1) (a). The midwife not 
being scrupulously clean in every way, as required by Rule E.2; not 
takingand recording the pulse andtemperature of her patientsateach 
visit, as required by Rule E. 14, not entering records of the pulse and 
temperature of her patients in a note-book or on a chart carefully 
preserved as required by Rule E.14. Being in attendance at a con 
finement and the patient suffering from dangerous varicose veins, 
with swelling and tenderness, on the day of the confinement, and 
continuing so to suffer, the midwife did not explain that the case 
was one in which the attendance of a registered medical practi- 
tioner was required, as provided by Rule E. 21 (2). The midwife 
neglecting to disinfect her hands and forearms before touching the 
generative organs of .the patient, as required by Rule E.4, and not 
keeping her register of cases as required by Rule E.24. A midwife 
did not give to the local supervising authority every reasonable 
facility to secure a proper inspection of her register of cases, her 
place of residence, and an investigation of her mode of practice 
pursuant to Rule E.25. Being in attendance at a confinement, and 
the patient suffering from serious rupture of the perineum and 
other injuries of the soft parts, the midwife did not explain that the 
case was one in which the attendance of a registered medical 
practitioner was required, as provided by Rule E. 21 (3). A child 
suffering from inflammation of and discharge from the eyes during 
her attendance, the midwife did not explain that the case was one 
in which the attendance of a registered medical practitioner was 
required, as provided by Rule E. 21 (5); she neglected her responsi 
bility for the cleanliness of, and she neglected to give all necessary 
directions for securing the comfort of, the mother and child, as 
required by Rule E.12. Two midwives were guilty of misconduct 
in that, being single women, they had each given birt) 
jllegitimate child 

An ordinary meeting of the Board was held on the follow 
ing day, when there came under consideration the limit of 
number of cases a midwife should take in the course of a vear. 
A letter was considered from the assistant clerk of the London 
County Council stating that in many cases the omissions 
and failures on the part of midwives to observe the rules of 
the Board are attributable to the fact that such midwives 
have undertaken more confinement cases than could be 
coped with, and suggesting the desirability of limiting the 
number of cases which a midwife should be allowed to take 
in the course of a year. The Board decided that in their 
opinion it is impossible to rule that a midwife shall not take 
more than a certain number of cases in the course of a year, 
as the number of cases which can be taken without affecting 
the proper conduct thereof depends on factors of a varying 
nature, such as concentration and dispersal of cases, the 
normality or otherwise of the cases, the powers of endur- 
ance of the midwife, and the like. The procedure for dealing 
with midwives who neglect their duties is laid down by the 
rules of the Board, and in the opinion of the Board is suffi- 
cient for the purpose of preventing undue multiplication of 


to an 





cases undertaken. 
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UNIVERSITY OF SHEFFIELD. — Post-graduate 
lectures in the Faculty of Medicine will be delivered during 
April, May, and June by Professor A. M. Connell and 
Professor A. J. Hall. The lectures will be delivered every 
Wednesday afternoon at 4 o'clock, and will be open to all 
members of the profession, free of charge. 


THE OSLER PRESENTATION VOLUMES.—The print- 
ing of the volumes that were to have been presented to the 
late Sir William Osler on the occasion of his seventieth 
birthday is at last completed. These volumes have been 
dispatched from America, and their arrival may be expected 
in atew weeks. The long delay in their appearance has been 
due to strikes and other disturbances in the printing and 
publishing trades. 


MANCHESTER MILK-SUPPLY: IMPROVEMENTS SUG- 
GESTED.—A report containing a strong indictment of the 
existing system of milk-supply in Manchester has been 
published and will be submitted to the city council next 
month. It recommends mupicipalisation of the milk dis- 
tribution, and gives evidence in favour of a change in milk 
distribution. Contaminated milk has recently been the 
cause of an extensive outbreak of sore-throat in one district, 
of scarlet fever in another, and also of diffusion of enteric 
fever and diphtheria. Professor S. Delépine recently con- 
ducted an analysis of Manchester milk, and, according to the 
report, he found that the number of clean samples was 
small, and that the keeping quality of the milk was low. 
A large number of samples became sour after 10-14 
hours’ incubation at 85 Cow’s milk, when properly 
collected and distributed, should remain good for over 
45 hours in 80 per cent. of the cases, and for 35 hours in 
all cases. Of 39 samples taken from Manchester hospitals 
64 per cent. contained over 1,000,000 bacteria per c.cm. 
Some samples from ijarge dairies contained tubercle bacilli. 
If the grading system were adopted for Manchester most of 
Manchester’s milk, so far as cleanliness is concerned, would 
be placed in the lowest grade. The proposal to improve 
matters is to buy up ali the milk businesses in the city 
at a cost of £461,000, and to organise distribution on 
the following lines: 1. Establishment of county depdts. 
2. Formation of city centres to which the milk could be 
directly consigned, and which could supply an area of con- 
venient size. These areas would be divided into districts 


served by carts or dandies,and there would be only one 


delivery in a district. 3. Shops or dairies to be provided 
under skilled management, to be suitably constructed, and 
clean and attractive. The shops would be stocked with all 
kinds of dairy produce made at country depots. 


BRADFORD MEDICO-CHIRURGICAL SOCIETY.— A 
meeting of this society was held at the Royal Infirmary on 
March 16th, and was devoted to the discussion of venereal 
diseases.—Dr. H. H. White read a paper entitled ‘‘ A Brief 
Review of Venereal Diseases, with Special Reference to 
Modern Methods of Treatment: Some Points in Diagnosis 
and Some Complications.’’ He poiuted out that gonorrhoea 
was a most difficult disease to treat and cure. Patients 
rarely came early enough for it to be possible to abort it, 
though he had recently aborted one case with 15 per cent. 
argyrol twice a day for three days, followed by irrigation 
with potassium permanganate, and had seen other cases 
aborted with acriflavine. In the acute stage the best results 
were obtained by irrigation with potassium permanganate 
and sodium carbonate, prescribing an alkaline mixture and 
rest in bed. When the posterior urethra was affected 
the case was much mure difficuit to cure, and the prostate 
should then always be examined. ‘[he complications of 
gonurrhocea were legion, and he described them and their 
treatment. He also dealt with gonorrhea in women, 
pointing out how difficult it was to diagnose clini- 
cally; he described its treatment and pointed out that 
the urethra in women was a common hiding place for the 
gonococcus, and that this was the chief source of conveying 
the disease toothers. He then dealt with syphilis, and said tnat 
as soon as dark-ground illumination showed the spiroch#te 
treatment with 606 or 914 should be given forthwith. He 
showed the importance of not accepting an early negative 
Wassermann as proof that the disease did not exist.—Dr. W. 
Campbell read a paper on ‘‘ Matters Relating to the Diagnosis 
of Syphilis and to the Serological Methods used in the Control 
of Treatment.’ He pointed out the various sources of error 
in the Wassermann reaction, and showed sera illustrating 
these errors. He demonstrated the necessity of titrating 
antigen so as just to exclude a non-specific reaction in cases 
of psoriasis, and pointed out the importance of examining 
the bloud as toon as possible after its removal from the 
_ to prevent the serum becoming anti-complementary. 

he Wassermann reaction of the cerebro-spinal fluid was also 
dealt with. The discussion was continued by Dr. Margaret 
Sharp, Dr. A. F. Martin, Dr. Hambley Rowe, Dr. J 
Buchan, and others. P 





CREMATION SOCIETY OF ENGLAND.—The annual 
meeting of the society will be held at the Brayton Galleries, 


= Regent-street, London, W., on Wednesday, March 3lst, 
at 3 P.M. 


Colonel Sir George Hastings. M.D.. has been 
appointed an Esquire of the Order of the Hospital of 
St. John of Jerusalem of England. 


YARMOUTH CHILDREN’S CONVALESCENT HOME.— 
The Yarmouth Children’s Convalescent Home is by no 
means a purely local institution, as is evident from the fact 
that during last year 2360f the children admitted came from 
London, 91 from Norwich, 5 only from Yarmouth, and 20 
from various other places. A large proportion of the children 
from London were sent by various branches of the Invalid 
Children’s Aid Association, which showed its appreciation 
of the work of the home by contributing liberally to its 
support. Of the 352 cases admitted during 1919 148 were 
discharged cured, 178 were much improved, 17 benefited, and 
the condition of 3 remained unaltered. Owing to the fact 
that the expenditure during 1919 exceeded the income by 
£163 16s. ld. the committee has reluctantly decided that in 
future a weekly payment must be made for each child 
admitted. 


FREEMASONS HosPITAL FOR PAYING PATIENTS.— 
The Freemasons War Hospital is being remodelled in order 
to provide an institution intermediate between the charitable 
public hospital and the nursing home with its attendant 
heavy expenses. Charges are to be about £3 to £3 5s. per 
week, and the patient will feel that he is paying the 
amount which it would or might cost a charitable hos- 
pital to maintain him. The rest will be borne by an 
endowment fund. The surgeons on the visiting staff are 
being asked to look upon the institution in the same way as 
they would regard an ordinary hospital, and to take small 
nominal contributions towards the surgical expenses, the 
surgeon not being brought iuto contact in financial matters 
with his patient. The same applies to the anmwsthetist. 
Adult patients will be given a moderate amount of privacy 
by semi-cubicles curtained off. The nursing staff will 
consist of fully trained nurses, without staff nurses and 
probationers. The hospital will be opened at the beginning 
of May in the premises formerly occupied by the Chelsea 
Hospital for Women, 237, Fulham-road, London, 8.W. 3. 


LONDON AND COUNTIES MEDICAL PROTECTION 
Society, Lrp.—The annual general meeting of this 
society was held at 32, Craven-street, Strand, W.C., on 
March 17th, Sir John Rose Bradford, the President, being in 
the chair. The President having made a few introductory 
remarks alluding to the prosperity of the society during 
the past year, as shown by the large number of candidates 
seeking election and their geographical distribution all 
over the country, Mr. C. M. Fegen, treasurer aud chair- 
man of council, moved the adoption of the twenty-seventh 
annual report and balance-sheet. He said that the council 
was conscious of its responsibilities in view of the increased 
cost of everything—salaries, legal expenses, and those of 
organisation—while depreciation in the value of securities 
had also to be reckoned with. The net depreciation for the 
year was somewhere in the neighbourhood of £800, but this 
in no way interfered with the income of the society nor 
with what it was hoped would be the ultimate value of the 
securities, as they were all gilt-edged. The finances were 
really extremely good, the reserve funds had crept up 
during the last 20 years from £1400 to £25,500, and the 
first thing a medical man should do on qualification was to 
join one or other of the protection societies—he might be 
excused for thinking that they should join the London and 
Counties Medical Protection Society, Ltd.—in order to safe- 
guard himself. Sir Thomas Parkinson seconded the adoption 
of the report, and this was agreed to unanimously. 

Dr. Dennis Vinrace proposed, Dr. George 
seconded, and it was resolved nem. con. :— 

That a sum not exceeding £450 be paid each year for the 

remuneration of the members of the council of the society 
attending meetings of the council, whether ex-officio or elected 
(except the paid officials), at the rate of 1 guinea to each 
member of the council for each attendance at a council meeting ; 
and such remuneration shall not include the sums paid as travelling 
expenses in accordance with the resolution passed at the annual 
meeting of the society on May 16th, 1917. 
Sir John Rose Bradford was re-elected President of the 
society. The existing vice-presidents were all re-elected, 
with the addition of Sir Charles Gordon Watson. Mr. 
Fegen was re-elected treasurer of the society. The four 
retiring members of council were re-elected, with the 
addition of Dr. J. P. Hedley, to fill the vacancy created by 
the recent election of Dr. Pollock Muir as a vice-president. 
Dr. Hugh Woods and Mr. A. G. R. Foulerton were re-elected 
general and financial secretary respectively. Messrs. Duncan 
Belcher and Co. were re-elected auditors at a remuneration 
of 25 guineas. The meeting ended with a vote of thanks to 
the President. 


Crichton 
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Appointments. 


BEAUMONT. G. E., D.M. Oxon., M.R.C.P., D.P.H., bas been 
appointed Assistant Physic rx to the Middlese x Hospital. 

GEBBIE, N., M.B., Ch.B., D.I Assistant Medical Officer of 
Health, Ilford Urban District c ouncil. 

Hosuouse, E. W. N., M.B. Oxon., M.R.C.P., Physician to Out- 
a nts, Victoria Hospital for ¢ ‘hilc iren, Tite- street. 

SHERA, E. P., M.D., L.R.C.P., Medical Superintendent, Somerset 
and Hath Asylum. 

Symonpbs, C. P., M.A., M.D. Oxon., M.R.C.P., 
for Nervous Diseases Guy's Hospital. 

Certifying Surgeons under the Factory and Workshop Acts: 
Wiuumort, C. M., L.R.C.P. & S. Edin. (Leyland); TyLor, C 
M.D. Camb. (Long Melford); MILLER, R. (Stock); DAvIpson, 
H. A. C., L.R.C.P. & S. Edin. (Coupar Angus); Yun, R. M., 
M.D. Aberd. (Lerwick); GasteEN, H. D., L.R.C.P. & 8. Irel. 
(Gamlingay) ; ANDREws, J. A., M.B., B.C. Camb. (Bovey Tracey) ; 
Seat. P. H., M.B., B.S. Lond. (South Molton); Harr, J. D., 
M.B., Ch.B. Glasg. (North Walsham); GrumMourR, R.T., M.R.C.S., 
L.R.C.P. Lond. (Maidenhead). 


Assistant Physician 





Vacancies, 


For further information refer to the advertisement columns. 
Barnsley, Beckett Hospital.—Jun. H.S. £150. 
Belgrave Hospital for Children, Clapham-road, S.W.—H.P. and 
H.S. £100 and £75 respectively. 
Birkenhead Borough Hospital.—Sen. and Jun. H.S.'s. £200 and 
£170. 


Bradford City.—Medical Woman for Ante-natal Work. £500. 
Bridgend, Glamorvan County Asylum.—Jun. Asst. M.O. £350. 
British Guiana.—Asst. M.O. £400 

Burnley, Victoria Hospital—H.S. £250. 

Burton-on-Trent Infirmary.—H.S. £200. 

Carlisle City.—Female Asst. M.O. £500. 

Central London Ophthalmic Hospital, Judd-street, W.C.—H.S. £50. 

Derby, Derbyshire Royal Infirmary.—Oph. H.S. £200. 

Derbyshire Education Committee.—Sch. Dentist. £450. 

Dorchester, Dorset County Council Education Committee.—School 
Dentists. £400. 

Dublin, Central Midwives Board for Ireland 
Midwifery. 

Glasgow, Bellahouston Hospital.—Res. M.O. £250. 

Gloucester, Gloucestershire Koyal Infirmary and Eye Institution.— 
H.P and Asst. H.S. £175 and £150 respectively. 

Gravesend Hospital.—H.8. £200. 

Greenwich, Metropolitan Borough.—Asst. M.O.H. and M.O. 
Tuberculosis Dispensary. £700 

Hereford County and City Me ntal Hospital. 
£350. 

— for Consumption and Diseases of the Chest, Brompton. 

i.P. 30 guineas. 

Hoenital for Sick Children, Great Ormond-street, London, W.C.— 
Res. Méd. Supt. £200. Also Asst. Cas. M.O., H.P., and H.-S. 
£50 each. 

Hospital of St. John and St. Elizabeth, 40, Grove End-road, N.W.—S. 

Huddersfield Royal Infirmary.—Assist.H.S. £150. 

Italian Hospital, Queen-square, W.C.—Hon. Asst. Anwsth. 

Leamington, Warwickshire and Coventry Joint Committee for 
Tuberculosis.—Asst. Tuberc. O. £500. 

Leeds Public Dispensary.—Res.M.O. £200. 

Liverpool Education Committee.—Two Asst. Sch. M.O.'s. £350. 

Liverpool, Stanley Hospital. Two H.S.’s. £150. 

London Homeeopathic Hospital, Great Ormond-street and Queen- 
square, Bloomsbury, W.C.—Anmsth. £50. Also Asst. Surg. 

Macclesfield General Infirmary. Res. H.S. £200. 

Manchester, Ancoats Hospital.—Res. Surg. O. £200. 

Manchester Children’s Hospital, Pendlebury, near Manchester.— 
Res. M.O. £150. 

Manchester Hospital for Consumption and Diseases of the Throat 
and Chest, Bowdon, Cheshire.—Res. M.O. £350. 

Manchester Royal Eye Hospital.—Jun. H.S. £120. 

Middlesbrough, North Ormesby Hospital.—Asst. H.S. £175. 

Miller General Hospital Sor South-East London, Greenwich-road- 
London, S,E.—Hon. 8 

Monmouthshire County Council. —Pathol. and Bacteriol. £750. 
Also Female Asst. M.O 

Mothers Hospital, 153- 163, Lower Clapton-road, Hackney, E. 

s. M.O. 

Mount Vernon Hospital for Consumption and Diseases of the Chest, 
Fitzroy-square, W., and Northwood.—Two Hon. Radiologists. 

National Hospital for Diseases of the Hea rt, Westmoreland-street, 

—Hon. Asst. P. 

National Hospital for the Paralysed and Epileptic, Queen-square, 
W.C.—Hon. Gyncologist. 

Newark Hospital and Dispensary.—Res. H.S. £200. 

Newcastle-upon-Tyne, Royal Victoria Infirmary.—Anesth. 

Norwich, Norfolk and Norwich Hospital.—Cas. O. £200. 

Nottingham General Hospital.—Cas. H.S. £ 

Paddington Green Children’s Hospital, London, 
Also H.P. and H.S. £150 each. 

Perth Royal Infirmary.—H.S. 6 guineas per week. 

Plymouth, Borough of —Tuberc. O. £500. 

Prince of Wales's General Hospital, Tottenham, N.—H.P. and H.S. 


£200 each. Also Jun. H.P. and Jun. H.S. £120 each. Also Two 
Hon. Asst. P.'s. 


.-—Examiners in 


for 


Second Asst. M.O. 


W.—S. and P.’s. 


Queen Mary's Hospital for East End, Stratford, E.—4H.P. 

Reading, Royal Berks Hospital.—H.S8. £200. 

Redhill, Surrey, Royal Eariswood Institution.—Asst. M.O. £400. 

Royal London Ophthalmic Hospital, City-road, E.C 
Asst. £100. 


Royal National Orthopedic Hospital, 234, Great Portland-street, W. 
-S. £200. 


.-—Refraction 


St. John's Hill Infirmary, St. John's Hill, 
Temp. Asst. M.O. 
St. Mary's Hospital for Women and Children, Plaistow, E.—S. £100. 
St. Thomas's Hospital.—Two Sen. Asst. M.O.’s. £600. Also Two 
Jun. Asst. M.O.'s. £350. Also Bacteriol. £600. 
Salford Royal Hospital.—Res.8.O. £250. H.S. £150. 
Shefiield Royal Infi rmary.—Hon. Radiologist. £100. 
Res. Anesth. £150 each. 

Shirlett, near Much Wenlock, King Edward VII. Memorial 
Sanatorium.—Res. Med. Supt. £450. 

South London Hospital for Women, South Side 
S.W.—Asst. P. 

Stamford, Rutland, and General Infirmary, Stamford.—H.S. £200 

Stockport Infirmary.—Jun. Res. M.O. £200. 

Stoke-on-Trent, North Staffordshire Ini rmary.—H.S8. £200. 

Straits Settlements and Federated Malay States.—Thirty-three 
M.O.'s. %440 per month. 

Sunderland Royal Infirmary —Jun. H.S. £200. 

Sunderland, Royal Infirmary, Children's Hospital.—Female Jun 
Res. M.O. £150. Also Visiting M.O. £300. 

Surrey County Council.—Asst. M.O.H. £600. 

Swansea General and Eye Hospital.—Jun. H.S. £200. 

Swindon, Borough of —Asst.M.O.H. £ 

Throat Hospital, Golden- savers. W.- 

Tiverton, Devon, Hospital.—H.8S. £ 

University College Hospital, Gower-street, W.c.—Cas. M.O. £150 
And Second Hon. Clin. Asst. 

Ventnor, Isle of Wight, 


Wandsworth, S.W. 


Also H.S8. and 


, Clapham Common, 


Surgical Registrar. 
00. 


Royal National Hospital for Consumption 
and Diseases of the Chest.—Asst. Res. M.O. 


£500. 

Victoria Hospital for Children, Tite-street, Chelsea, S.W. 
Radiologist. £25. 

Wakefield General Hospital.—Jun. H.S. £200. 

West London Hospital, Hammersmith, W.—Asst. Anmwesth. 

Western Ophthalmic Hospital, Marylebone-road, N.W.—Non-res. 
H.S. £100. 

Wolverhampton and Midland Counties Eye Infirmary.—H.S. £200. 

Wolverhampton and Staffordshire General Hospital.—H.S. £200. 


THE pas Inspector of Factories, Home Office, 8.W., gives notice 


of a vacancy for a Certifying Surgeon under the Factory and 
Workshop Acts at Tipperary. 


Hirths, Marriages, and Deaths. 


BIRTHS. 


Bruce.—On March 22nd, at a Nursing Home, the wife of Olliver 
Bruce, M.R.C.S., L.R.C.P., of Cromwell-crescent, S.W., of a son. 

Evans.—On March 16th at Princes-avenue, Hull, the wife of Harry 
Loft Evans, M.R.C.S., of a daughter. 

Lock.—On March 18th, at Barnfield-crescent, Exeter, the wife of 
Norman F. Lock, F.R.C.S., of a daughter. 

TAYLOR.—On March 17th, at Glenloch-road, Hampstead, to the wife 
of Charles Joseph Taylor, M.D., of Nuneaton—a son. 


MARRIAGES. 


CooPpE—HUvTcHINGS.—On March 20th, at Frodsham Parish Church, 
Robert Coope, M.D., to Rosalind Hutchings, of Hillsboro’, 
Frodsham. 

MIpDDLEWEEK—CROSSLEY.—On March 22nd, at er ae. 
Derbyshire, Frederick Francis Middleweek, L.R.C 0, 
late Major, R.A.M.C., to Lillie Marie, widow of Be tram J.F 
Crossley, Captain, Sherwood Foresters. 

VEY—WINGATE.—On March 4th, at St. Jude's, Southsea. Surgeon- 
Lieutenant F. Hamilton Vey, R.N., to Emily Hilda, third 
daughter of the late Captain G. M. Wingate and Mrs. Wingate. 


DEATHS. 

Evuiotr.—On March 22nd, at Riviera, Brixham 
Elliott, L.R.C.S. & P. Lrel., Major, R.A.M.C., aged 55. 

Evans.—On March 15th, suddenly, at Albion-street, Hull, Thomas 
Melancthon Evans, M.R.C.S., aged 82. 

Wricut.—At Old Orchard, Sidmouth, on 23rd March, 1920, George 
Arthur Wright, B.A., F.R.C.S., Lieutenant-Colonel, R.A.M.C 
T.F., Emeritus Professor of Surgery and late Administrator 
2nd Western General Hospital, in his 69th year. 


N.B—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages. and Deaths. 





, George Blacker 
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Medical 


SOCIETIES. 
TUBERCULOSIS SOCIETY, at the Rooms of the 
11, Chandos-street, Cave ndish- square, 
Monpay, March 29th.—8 p.M., Discussion on the Symptomatic 
opened by Dr. Batty Shaw. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

SaTuRDAY, March 27th.—l0 a.M., 
Diseases of Children. 2 p.m., Dr. OWen: 

Monpay, March 29th.—2 Pp.m., Dr. G. 
patients. 2p.m., Mr. D. Armour: 

Turspay.—1l0 a.m., Dr. McDougal: 
2.0 p.m., Mr. T. Gray: Operations. 

WEDNESDAY.—10 a.m., Mr. Banks Davis: 
Throat, Nose and Ear. 2 Pp.m., Mr. Gibb: 

THURSDAY.—2 P.M., Mr. MacDonald: 
Mr. B. Harman: Eye Department. 

FRIDAY.—2 P.m., Dr. Pritchard: Visit to Medical Wards. Dr. 
Pernet: Skin Department. 

Daily :—10 a.m., Ward Visits. 
Clinics and Operations. 

HOSPITAL FOR CONSUMPTION AND 
CHEST, Brompton, 8.W. 

WEDNESDAY, March 3lst.—4.30 P.M 
Diagnosis. 

LORD MAYOR TRELOAR CRIPPLES'’ HOSPITAL 
Post-Graduate Classes in Surgical Tuberculosis, 
Sir Henry Gauvain, M.C. 

Monpday March 29th.—The Course 
Demonstrations in the Wards. Practical Work performed 
in the Plaster Room, Theatre and X Ray Room. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC. 

TuEspDay, March Oth.—4.50 p.m., Lecture :—Dr. W. E. Fothergill : 
Gynecological Diagnosis. 

BRIGHTON DIVISION OF THE BRITISH MEDICAL ASSOCIA- 
TION, at the Sussex County Hospital. 
THuRsDAY, April lst.—4 p.m.. Clinical Demonstration. 


Diary. 


iM Sa. 


Medical Society, 


Treatment of the Advanced Case, 


Dr. A. Saunders: Medical 
Medical Out-patients. 
Stewart: Medical Out- 
Operations. 
Electrical Department. 
Operations of the 
Eye Department. 
Surgical Out-patients. 


2 p.m., In-patient, Out-patient 


DISEASES OF THE 
, Dr. Gosse: Difficulties in 


, Alton, Hants. 
conducted by 


will commence. Daily 





BOOKS, 
APPLETON, D., AND Co., 


ETC., RECEIVED. 
London and New York. 
Medicine and the Allied Sciences. By 8S. Fomon, M.D. 
ee, Pathology, Physiology, Chemistry, 
- Vol. IL.: Hygiene, Practice of Medicine, 
Vol. Ill. : Obstetrics, Gynecology, 
Eee, Skin, Ear, Nose, Medical Jurisprudence, 
and Therapeutics, State Questions, Key 
Pp. 117. £5 10s. per set. 
Bodily Changes in Pain, Hunger, Fear and Rage. 
Cannon, M.D.,C.B. Pp. 3ll. 15s. 
ALLEN, GEORGE, AND Unwin, London. 
The Work of V.A.D. London I. during the War. 
Unwin. Pp. 9%. 5s. 
Two Sisters. By R. H. Bretherton. 
ARMSTRONG, H. H., Olney, Bucks. 
The Romance of the Lace Pillow. Being the History of Lace- 
making in Bucks, Beds, Northants, and Neighbouring Counties, 
together with Some Account of the Lace Industries of Devon 
and Ireland. By Thomas Wright. Pp. 271. 7s. 6d., 12s. 6d., and 
2ls., according to binding. 
ARNOLD, EDWARD, 
Legal Chemistry 
A. Lucas, F.1.C. Pp. 181. 10s. 6d 
BAILLIERE, J. B., ET Friis, Paris. 
Quatre Lecons sur les Sécrétions Internes. 
au Collége de France. Pp. 160. 6fr. 
Origine, Evolution et Traitement des Maladies C hroniques non 
Contagieuses. Théorie de l'Immunité, de | Anaphylaxie et de 
1’ Anti- Anaphylaxie. Par J. Danysz, de l'Institut Pasteur. 
Pp. 132. 5fr. 
BAILLIERE, TINDALL, 
Text-book of 


Vol. I.: 
Anatomy. 
Surgery. 
Diseases of the 
Materia Medica 
and General Index. 


By W. B 


Edited by Stanley 


Pp. 298. 7s. 6d. 


London. 


and Scientific Criminal Investigation. By 


Par E. Gley, Professeur 


AND Cox, London. 
Ophthalmic Operations. By H. 
F.R.C.S., and E. Brewerton, F.R.C.S. 2nd ed. Pp. 438. 18s. 
Marine Hygiene and Sanitation. By G. E. Brooke, Chief Health 
Officer, Straits Settlements Medical Department. Pp. 409. 15s 
BELL, G., AND Sons, London. 
The Social Worker. By C. R. Attlee, M.A. Pp. 286. 
The Physiology of Ber with Special Reference to Colour Blind 
ness. By F. W. Edridge-Green, M.D., F.R.C.S. Pp. 280. 12s. 
The Edridge-Green Card Test for Colour Blindness. 25s. 
BLACK, A. AND C., London. 
Medieval Medicine. By J 
BUTTERWORTH AND Co., 
Personal Hygiene. By M. R. Samey, 
CAMBRIDGE UYIVERSITY PREss, 
Edinburgh. 
Drapers'’ Company Research 
Study of the Long 


Grimsdale, 


.J. Walsh, K.C.S.G., 
London, Canada, 


M.D. Pp. 216. 7s. 6d 
Australia, and India. 
M.D., M.O.H. Pp. 96. Rs.3. 
London, Cambridge, and 
Memoirs. Biometric Series X. A 
Bones of the English Skeleton. By Karl 
Pearson, F.R.S., and Julia Bell, M.A. Part I.: The Femur, 
Text, and Atlas. 30s. Part I., Sec. Il.: The Femur of Man, with 
Special yt ne to other Primate Femora, Text, and Atlas. £2. 
CHURCHILL, J. AND A., London. 
L aboratory Manu al ‘Ot b — *ntary Colloid Chemistry. 
Hatschek. Pp. 13l. 6s. 
ELECTRICAL PRe¥ss, LTD., 
Spring Songs. By T. 


By Emil 


F Stealing 
G. W. Henslow, 


London. 
M.A. Pp. 56. 1s. 6d 





FROWDE, HENRY, AND HODDER AND STOUGHTON, London. 
A Manual of Elementary Zoology. By F. A. Borradaile, M.A 
3rd ed. Pp. 616 
GiaRD, M., AND E. Brier, Paris. 
L'Individualisme. Par A. M. Pelletier. 
GURNEY AND JACKSON, London. 

Entomology for Medical Officers. By 
Pp. 380. 18s. 

HEFFER, W., AND Sons, Cambridge 

Practical Histology. By Prof. J. N 
3rd ed. Pp. 320. 10s. 6d. 

LANE, JOHN, London and New York, 

Domus Doloris. By W. C. Leith. 

MACMILLAN AND Co., London. 

Alcohol and the Human Body. 

Mary D. Sturge, M.D. Lond. 
MASSON ET CTE., Paris. 

La Physiologie. Par Maurice Arthus, Professeur de Physiologie 
A la Faculté de Médecine de Lausanne. Pp. 430. 10fr. 

La Médecine. Par H. Roger, Doyen de la Faculté de Médecine de 
Paris. Pp. 400. 10fr. 

Physiologie normale et Pathologique des Reins. 
Professeur a la Faculté de Médecine de 
Strasbourg. Avec une Préface du Pr. Legueu. 
18 fr. net. 


Pp. 120. 3fr 


A. Alcock, F.R.S. 2nd ed 


Langley, Se.D., F.R.S 


Pp. 222. 7s. 6d 


By Sir Victor Horsley, C.B 
6th ed. Pp. 338. 6s. 


, ana 


Par L. Ambard 
l'Université de 
2nd ed. Pp. 368 





Communications, Letters, &c., to the Editor have 
been received from— 


A.—American Relief Administra- London, Hon. Secs. of; Dr. E. H 
tion European Children’s Fund, Kettle, Lond.; King's College 
Lond.; Anglo-Hellenic League, Hospital Medical School, Lond 
Lond.: Mr. ¥ soeseserd. Brad- Dr. O. Leyton, Lond.; Rev 
ford ; Prof. . Adami, Liver- R. M. Linton, Cambridge; Dr 
pool: night ‘Hon. t Addison, FE. Lowry, Lond.; Dr. E. C 
M.P., Lond.; Association of | Lowe, Southport; London and 
British Chemical Manufac-| Counties Medical Protection 
turers, Lond. Society, Lond. 

B.—Dr. H. Brown, Lond.; Dr. Dr. $8. Mellor, 
W. B. Baker, Long Island, New; Capt. J. C. McWalter, M.D., 
York; Mr. N. H. M. Burke, Dublin; Dr. J.C. MeVail, Cal 
Lond.; Dr. J. L. Brownlie, cutta; Dr. W. A. Muir, Wal 
Glasgow; Mr. J. Burns, Edin-| lasey; Mr. A. E. Mahood, 
burgh; Dr. H. K. Brade-Birks,! Clifton; Ministry of Health 
Salford; Dr. W. M. Browdy, Lond. 

Manchester; Mrs. C. Brereton, |N.—Dr, A. T. Nankivell, 
Lond.; Capt. H. L. Barker, | National 
I.M.S.; Messrs. Bailliére, Tin-| Lond.; National Society for 
dall and Cox, Lond. the Prevention of Cruelty to 

C.—Chadwick Trust, Lond.; Children, Lond.; Naval Medi 
W. Clarke, Geneva; cal Memorial Fund, Lond., 
School of Sanitary Instruc Hon. Sec. of ; National Hospital 
tion; Mr. W. H. Clayton-| forthe Paralysedand Epileptic, 
Greene, Lond.; Mr. C. W. Cun- | , Lond. 
nington, Lond.; Central Air- | P.—Dr. 
craft Co., Lond.; Sir F. Colyer, | RB. H. 1] ‘ 
Lond.:; Dr. C. Coombs, Bristol ; A. G. Phear, Lond.; Mr. C. M 
Dr. F. G. Cawston, Durban ; Page, Lond. 

Dr. F. E. Chidester, Morgan: |R.—Royal Society, Lond.; Dr 
town, West Virginia; Mr. E.M.| Rollier, Leysin; Mr. P. B. Roth, 
Corner, Lond.; Dr. J. H. Lond.; Rontgen Society, Lond.; 
Chaldecott, Lond.; Mrs. Cawse, Royal Institute of Public 
Lond.; Child Study Society, ae — os oe 
Lond. sone oya edica ene 
.—Dr. S. C. Dyke, Gosforth ; volent Fund Guild, Lond.; Mr 
Dr. H. B. Day, Cairo; Dr. J. J. E. H. Roberts, Lond.; Royal 
Dennis, Albuquerque. Society of a mn. bond: 

Mr. W. R. Edwards, oyal Mail Steam Packe o., 
Dr. E. Evans, Cardiff. os Mr. W. Ramsay, Mel 

’ 5 . * . ourne, 

F. Mr. C.H.S. Frankau, Lond.; |g "by F. D. ganse, Lend: Be 
Dr. J. M. Fortescue-Brickdale, ©. P. Symonds. Lona’.: Dr. G 
Clifton; Dr. A. W. Fuller, A Big Sam ga ol 
Lond.; Mr. R. A. Fisher, Har-| %¢tiven, Balbriggan; Messrs. 

Spiers and Pond, Lond.; Save 
penden ; Mr. R. Farrant, Lond.; the Children Fund. Lond 
Federation of Medical and a Bee: * 

: : esl : Dr. A. G. Shera, Eastbourne ; 
Allied Societies, Lond., Sec. of ; i 

; ed . : —— | ee oe Sullivan, Crowthorne ; 
Dr. J. Freeman, Lond.; Messrs. 
. : Dr. F. S. Scales, Cambridge : 

H. Frowde and Hodder and | 
Stoughton, Lond Dr. B. H. Spilsbury, Lond.; Dr 
. Se ee C. Singer, Oxford ; South African 

G.—Dr. W. Griffith, Lond.; Dr.| Institute for Medical Research, 
H. L. Gordon, Lond.; Dr. W. E.| Johannesburg, Director of ; 
Gye, Lond.; Dr. J. Gye, Edin-| Dr. A. H. Style, Ipswich; Prof 
burgh; Grand Priory of the | W-_ Stirling, Manchester; Dr 
Order of the Hospital of St. C. Slater, Lond.; Prof. J 
John of Jerusalem in England, | Sherren, Lond.; Scottish Board 
Lond., Sec. of; Dr. H. H.| of Health, Edinburgh; Dr 
Gibson, Lond.; General Sir J. | W. H. Stoddart, Lond.; Dr 
Goodwin, D.G.,A.M.S., Lond. ’ G. Savage, Weston-super 

H.—Mr. H. P. Helsham, Beccles ; »: Sanitas Co., Lond. 
ey A. J. Hall, Sheffield ; Mr. A = Thompson, Lond.; 

Henderson, Pietermaritz- Taylor, Lond.; Dr. A. H 
a Hunterian Society,Lond.; Doan Lond. 
Dr. C. G. Havell, Felixstowe ; University of St 
Dr. F. Howard - Humphris, University of 
Lond. trar of. 

I.—Illuminating Engineering So .—West London Hospital Post 
ciety, Lond. Graduate College; Dr. J. D 

J.—Dr. A. C Wynne, Norwich; Mr. C. West 
G. Jessel, Wigan; Mr. H. W man, Lond.; Dr. E. H. Worth 
Jackson, Lond. Lond.; Dr. F. J. Waldo. Lond 

K.—Dr. A. Keynes, Lond.; Mr Dr. L. A. Weatherly, Bourne 
S$. A. Koser, Washington; King mouth. 
Edward's Hospital Fund for Miss M. 

Communications relating to editorial business should b 

addressed exclusively to the Editor of THE lANUET 

423, Strand, W.€.2 


Hampton Hill: 


Poole ; 
Advertising Society, 


Mr. 
Chicago | 


F. J. Poynton, Lond.; Dr 
Paramore, Rugby; Dr 


Lond.; 





Andrews 
Liverpool, Regis 


Jordan, Lond.: Dr 


Yates, Lond. 
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Aotes, Short Comments, and Anstoers 
to Correspondents. 


ARMY HYGIENE IN THE FUTURE.’ 
By SIR JOHN GOODWIN, 


DIRECTOR-GENERAL, ARMY MEDICAL SERVIC! 


AFTER explaining the organisation of the Directorate of 
Hygiene, which is on such a basis as easily to be expanded 
in the event of war, Sir John Gocdwin indicated some of 
the main military problems of thefuture. These include :— 

(a) The control of physical training.—In the services 
physical training has been a subject of considerable medical 
interest, and promises to be more so. A number of selected 
officers are detailed for special training in this branch of 
activity, and a very complete and satisfactory programme 
bas been evolved. The aim has always been to improve 
individual physique by physical and recreational training, 
and to establish character and esprit de corps in the 
process. The physical training does not seek to 
produce muscular development in individuals, so much 
as active, supple, and physiologically fit men; while 
the importance of recreational training in its relation to 
physique, character, and morale cannot be overstated. 
Recreational training implies the participation of every 
individual, not the production of a few experts to be placidly 
watched by their inactive fellows. In the war elaborated 
recreational training schemes and widely competitive con- 
tests in all forms of athletics were used to counter the 
inevitable mental depression and physicai stagnation of 
troops coming out of trenches or sailors condemned to wait 
expectantly on ships at sea. The value of dancing in this 
connexion is not to be slighted. 

(b) The prevention of skin affections.—This is a question of 
the utmost importance. During the war there was an 
unnecessary wastage from pediculosis, scabies, and their 
various sequelw#—trench fever, pyodermia, and so forth. Not 
less important than improved personal hygiene is the 
organisation of changes of clothing, disinfection and dis- 
infestation, of baths and laundries. A definite scheme to 
cover these questions is essential, and the question will in 
time no doubt come under the survey of the civil health 
authorities as well. 

(c) Spacing out in barracks and in transports is another 
subject which is receiving attention stimulated by the 
unfortunate epidemics of cerebro-spinal fever and influenza 
of recent years. The army has always had enlightened views 
on this subject, and a fair standard (600 cubic feet per man 
in barracks, of space has been insisted on. The head-to-head 
space between individuals has been considerably increased 
both in barracks aud hospitals overseas, and also, so far as 
the peculiar conditions permit, on board ships. 

(d) Improving the ** domestic’? conditions of troops and of 
their families. Under this heading is implied the improve- 
ment of barracks and married quarters in respect of heat- 
ing, lighting, ventilation, the provision of baths, and so 
forth, in order tc render troops as comfortable as possible. 
Contented men are better soldiers, and the soldier is 
entitled to such modern civilised conveniences and sanitary 
devices as funds permit. His financial status, his food, 
clothing, and medical care have all been duly considered. 
In similar fashion his ‘* home”’ is worthy of our best efforts. 

The army is generally looked upon as consisting of men 
only, and the fact that the officers of the Royal Army 
Medical Corps are responsible for the care and welfare of the 
soldiers’ wives and families is not ger erally realised. 


The Immediate Aims of the Directorate of Hygiene. 

These include :— 

(a) The maintenance and improvement of the sanitary instinct 
of the troops and the development of the ‘health habit.” 
This can be brought about in part by precept and discipline, 
but is essentially dependent on intensifying the educational 
campaign. Publicity methods are required, propaganda, 
cinematograph pictures and lantern demonstrations to 
visualise and bring home what otherwise would be merely 
theory ; these are what we hope to achieve, and such a 
campaign undertaken in similar fashion in the community 
at large would, I believe, be all to the good. To 
carry out these projects in the army, it is intended 
at once to establish schools in commands where, under the 
wgis of the Deputy Assistant Director of Hygiene, the latest 
sanitary knowledge will be instilled as widely as possible 
into classes of officers, non-commissioned officers, and men 


1 Being an abstract of the last of three Chadwick lectures on 


Military Hygiene in Peace and War, delivered on March 22nd, 1920. 
The first and second lectures appeared in THE 
13th and 20th respectively, 


LANCET of March 





of all units in the vicinity. In the United Kingdom alone 
there will be six of these command schools. 

(b) The improvement of the scientific knowledge of officers of 
the hygiene service and of army medical officers as a whole, so 
that they may keep abreast of the advance of knowledge of 
the day. The importance of trained specialists in hygiene, 
in tropical medicine and parasitology, in physiology and 
bio-chemistry, and allied subjects has long been recognised, 
and the army is fortunate in having at the Royal Army 
Medical College in London branches which are devoted to 
training officers on these lines. Every officer of the Royal 
Army Medical Corps, apart from his initial course of 
instruction on military subjects on entry, is required, prior 
to promotion to the rank of major, to go through a nine 
months’ course at the College, where he has, in addition to 
those general subjects which all officers must study, the 
option of selecting a special subject for intensive study 
both at the College and at the large hospitals through 
out London. In addition to the College, however, should 
be mentioned the School of Entomology and the School 
of Hygiene, where officers have opportunities for revision 
courses, and, furthermore, the attachment to universities, 
research institutes, «c., of selected officers detailed to study 
certain branches of work under experts of known skill. In 
this way we are building up a service which will, it is hoped, 
include members skilled in all branches of medical and 
the allied sciences, and able to devote their knowledge as 
required to army problems. 


The Relations Between the Preventive Medicine Service of the 
Army and of the Civil Community. 


In the past the two services have been somewhat self- 
contained, but the war brought them together, and definitely 
proved the value of joint effort. Tne value for ulti 
mate good of the close coédperation between the Local 
Government Board and the War Office in health matters 
during the war can hardly be over-estimated. It is almost 
entirely a war development, and, let us hope, one destined to 
remain effective in the future. Prior to the war the few fixed 
camps and barracks were outside the interest of the civil 
sanitary authorities, but this independent working along 
parallel but isolated lines cannot ever recur. 

It is inconceivable that the lessons learned as to the value 
of mutual support will ever permit of anything but the 
closest codrdination of military and civilian hygienic 
prectice. The experience and skill brought to the army 
by the service therein of many of the prominent and hard 
working civil hygienists has undoubtedly been of stimulating 
value, while one may hope that the members of the civil 
profession have likewise taken away some knowledge in 
exchange which will be of value to them and to the civil 
community in the future. The army is fortunate in possess 
ing a disciplined populace and a perfected organisation 
which permits of action for the community as easily as for 
the individual. In this way military hygiene has a strong 
position, and has been able to arrange for more detailed 
application of preventive medicine thanis commonly possible 
elsewhere. The importance of regarding disease from the pre 
ventive standpoint isoneof those incalculable, though possibly 
unappreciated, benefits which must play a part in the nation 
when the temporary army doctors are once again diffused 
throughout the country. In the same way the importance 
of laboratory diagnosis and ample laboratory facilities in 
the army will, one may hope, lead to more intimate relation 
ship between practitioners, clinicians, and clinical patho- 
logists than the somewhat restricted organisation of civil 
laboratories now permits. Indeed, the mobility, flexibility, 
and number of area laboratories in the army suggests the 
idea that possibly a similar system would be of vaiue to the 
community as a whole. It is pleasing to note that liaison 
between the scientific workers of the army and the nation 
is as close at present as ever it was during the war. Our 
laboratories, for instance, are in many cases making exa- 
minations, vaccines, &c., for local health authorities and for 
hospitals which may be without adequate facilities, and are 
codperating in the production of great quantities of influenza 
vaccine for the Ministry of Health. Such inter-relationship 
must be continued in the future. 


Some Common Problems Affecting Both Services. 

(1) The hygiene of ports and ships is a question of inter 
national importance which has been placed on a sound 
basis by the International Sanitary Convention recently 
held in Paris. The outbreaks of influenza on transports 
and the question of the hygiene of ships at sea are subjects 
for further study and codérdinated action between port 
health officers, military embarkation staffs, and the shipping 
authorities generally. 

. (2) The control of infectious disease remains one of the 
primary functions of hygienists. Internotification between 
the army and the civil authorities must be continued and 
stardardised action in respect of troops on leave in infected 
areas or the control of the movements of infected troops 
decided on. How far the military system of pooling cases 
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of similar type and economising hospital accommodation is 
applicable to the decentralised civil system is uncertain, 
but recent agitation in respect of the lack of hospital beds 
suggests consideration of the question. 

(3) Housing.—The common aim is to provide homes with 
the healthiest environment, ventilation, lighting, warming, 
&c., and the associated questions of latrines and baths. 
Undoubtedly there is room almost every where for improve- 
ment under these headings. 

(4) Maternity and child welfure.—This, again, is a national 
question of the first importance, and one which is now also 
receiving consideration by the army authorities. In this 
connexion, too, must be mentioned the importance of ante- 
natal treatment of venereal disease. There wouldappear no 
reason to doubt that an intensive effort would effect an 
enormous diminution of specific infection. 

(5) Research in all sanitary problems must be continued. 
Even now the treatment of water, or of sewage, the methods 
and practice of disinfection, and so forth, are all amenable to 
improvement economically, if not in actual results. It is 
interesting to note the gradual development of the process of 
chlorination of water-supplies in large communities, in view 
of its standardisation as army practice. 

(6) The maintenance of the liaison is dependent in part on the 
close relations between the Army Directorates of Hygiene 
and Pathology and the Ministry of Health; on the Hygiene 
Advisory Committee of the army, which contains members 
of the highest standing in the civil community; and on the 
various assistant directors of hygiene of commands keeping 
in close touch with the medical officers of health in their 


reas. 

So that in summing up my views I would say that, in my 
opinion, the future prosperity and success of our nation 
depends to an incalculable extent on the improvement of 
the physical and mental! standard of all members of the 
community ; it must not merely be—as I am afraid it has 
been to a considerable extent in the past—a case of ‘‘ survival 
of the fittest,” but rather a perfection of every method by 
which mortality may be decreased, by which the production 
of unfits may be diminished, and by which the standard of 
fitness as regards man, woman, and child may be raised. 


vo 
COLONIAL HEALTH REPORTS. 
Cyprus. 

ACCORDING to a report recently presented to Parliament on 
the Blue-book for 1918-19, the estimated population of 
Cyprus is now 306,997. In 1918 the birth-rate was 31:3 per 
1000, and the death-rate 26°1 per 1000, as compared with rates 
of 27:9 and 18°8 respectively in 1917. The death-rate per 
1000 of children under 1 year of age was 149-4 per 1000 in 1918, 
as compared with 124-0 in the previous year. The increased 
death-rate is attributable to some extent to an influenza 
epidemic which occurred towards the end of the year, but it 
is still somewhat difficult to obtain accarate information 
as to the causes of death and consequently to account 
for variations in the death-rates. Apart from the 
influenza epidemic there was no outbreak of serious 
infectious or contagious disease, and the public health and 
general sanitary condition of the island have been satis- 
factory. The colony again enjoyed complete immunity from 
plague, cholera,and typhus, although these diseases prevailed 
in the neighbouring countries. 


The antimalarial campaign, which was commenced in 1913, has 
been carried out on the lines laid down in the report by Colonel 
Sir Ronald Ross, K.C.B., F.R.S., who visited the island in that year. 
The malarial incidence has fallen steadily from 10,035 cases in 1912 
to 2414 in 1918. The spleen census shows a decrease from 172 per 
cent. in 1913 to 51 per cent. in 1918, and this may be taken as a most 
satisfactory index of the success of the antimalarial campaign. 

During the year 1127 patients were admitted and received treat- 
ment in the wards of the Nicosia General Hospital, an increase of 
5lon the previous year's total. The death-rate was 61 per cent., 
as compared with 56 per cent. in 1917. The work in the maternity 
wards continues to be very satisfactory. The training of native 
midwives is an important part of the work carried out in this 
branch of the institution, and 6 of these were trained and granted 
certificates during the year, bringing the total number trained since 
the wards were opened to 33. The out-patients’ department was 
again well attended, affording relief to 8038 cases. To the district 
hospitals of Larnaca, Limassol, Famagusta, Paphos, and Kyrenia 
2004 patients were admitted, as against 1444 in the previous year. 
In addition, 12,601 persons were treated at the out-patients’ depart- 
ment. 14,515 patients also received relief during the year at the 
Government rural dispensaries. There were only 4 admissions 
to the leper farm during the year, and 7 deaths occurred. The 
number of inmates at the close of the year was 79, which is the 
loweston record. The beneficial effects of segregation are now being 
experienced. Two births occurred among the inmates during the 
year, bringing up the number of children in the home set apart for 
the offspring of lepers toll; all of them remained free from the 
disease. One boy who had reached the age of 18, being free from 
all signs of disease, was discharged from the home, 


Falkland Islands. 
The official report for 1918 gives the estimated population 
as 3252 (2270 males and 982 females), being 43 to the square 
mile. The birth-rate for the year was 18°13, and the death- 








rate 6°15 per 1000. The health of the colony has continued 
to be uniformly good. The climate is healthy but rigorous. 
To those indisposed to pulmonary or bronchial affections the 
weather conditions, though seldom pleasant, are at least in- 
nocuous. High winds blow almost constantly by day through- 
out the year, and to this may be attributed the almost entire 
absence of trees in the islands. There is, however, no 
scarcity of sunshine, compared with that experienced in 
the United Kingdom, and were the cold winds less con- 
tinuous and trying there would be many days when the 
weather might almost be described as ‘“‘ hot.” The difference 
between one extreme of temperature and the other is not 
considerable, the thermometer registering between 30 and 
50° F. in winter and between 40° and 65 in summer. The 
rainfall in Stanley for the past few years has averaged 
about 27 in. per annum ; rain fell on 234 days in 1917, and on 
240 in 1918. 


HEALTH IN BENGAL JAILS, 1918. 


THE average number of prisoners daily accommodated in 
the jails of Bengal Presidency in 1918 was 16,761, of whom 
216 were females. The total number received during the 
year was 83,207, of whom 1941 were females. The number of 
admissions was less than in 1917, but the average daily 
strength was increased by 832. This increase has been going 
on for several years, and has led to overcrowding. Of the 
convicts admitted 59°5 per cent. were Mohammedans and 
35°8 Hindus. 

Klementary Training of Juvenile Prisoners. 

Most excellent work is carried out in the Juvenile Jail at Alipore, 
where there was a daily average of 200 boy prisoners, the numbe: 
received during the year being 398 convicts and 104 under-trial 
detentions. At the end of 1917 a school was started for the physical 
and moral training of the inmates. They are taught reading and 
writing in elementary English and Bengali for the Bengalis, and in 
Hindi and Urdu for the up-country boys, with simple arithmetic and 
freehand drawing. About 9 per cent. of the boys admitted are 
illiterate, but they learn willingly and get on well. They go through 
a course of gymnastics and physical drill, and play football. ** More 
than half the population gained weight, and almost all were 
cheerful, happy, and looked smart.’ Attention is also paid to their 
moral and religious instruction. The number of offences 
diminished: only 29 needed “ major punishment,” and no corporal 
punishment at all was required throughout the year. 

An after-care association has been formed in Calcutta to assist 
discharged prisoners. Sir Walter Buchanan, K.C.1.E., Inspector- 
General of Prisons, who presents this report, refers to the efficient 
carrying out of the changes, and inauguration of a system of educa- 
tion for the youthful inhabitants by Major M. Galvin, I.M.S., and 
mentions the excellent work of the jailer, Babu A. K. Chaudhury, 
who takes a fatherly interest in the boys and their future welfare. 
They are employed in various industries likely to be useful to them 
on their discharge, such as printing, carpentering, weaving, &«c. 
But the most important is the manufacture of quinine tablets. On 
an average 65 boys were employed at a time, and during the year 
15,643 lb. of quinine sulphate were made up ready for use. This 
industry and other manufactures (carpentry, book-binding, &c.) 
resulted in a profit of 113,159rupees. The average earning per head 
for the year was 572 rupees, or 47 rupees per month. At the 
Presidency jail there is a jute mill and a workshop where furniture, 
iron bedsteads, cooking ranges, &c., are manufactured, which 
resulted in a profit of 50,000 rupees. At Rajshahi jail the profit on 
manufactured articles was 89,000 rupees. In all jails prisoners are 
employed at their own trades or taught a useful calling of one sort 
or another, so that on discharge they can make a fresh start. 

In regard to dietary, the use of wheat at one meal in place of rice 
has grown more popular. In comparison with prisoners taking 
rice at both meals it was found that with rice-eaters (on the 
habitual Bengali diet) 51°56 per cent. gained and 23°10 lost weight, 
while 25°90 per cent. suffered from bowel complaint. With the 
mixed diet 56°36 per cent. gained and 20°84 lost weight, and only 
18°13 per cent. suffered from bowel complaint. 

Ratios of Admissions to Hospital. 

The admissions to hospital in the various jails in Bengal 
were at the average rate of 14627 per 1000, the average 
daily sick 574 and the deaths 21°3 per 1000; these ratios are 
all higher than those of recent years, chiefly due to influenza 
and consequent respiratory affections. Only 24 cases of cholera 
occurred, with 9 deaths; 10 of the cases were admitted at Khulna, 
ascribed to arrival of infected prisoners from Satkhira subjail, 
which was in an insanitary condition. Intluepza caused 26 
admissions, of which 2675 were in July and August. The total 
deaths (including those from influenza-pneumonia) were only 553. 
Tuberculosis caused 205 admissions to hospital and 54 deaths, an 
increase on the figures of 1917 (169 and 37), due to influenza. 
Malaria caused 5172 admissions and 19 deaths (3684 and 13 per 
1000), almost the same as in 1917 (5127 and 19). At Chittagong 
jail, with an average strength of 200 prisoners, not a single 
death occurred. Out of the whole number of 32,249 convicts dis- 
charged during 1918, only 23°0 per cent. lost weight, while 52°91 per 
cent. actually gained weight, and 24°09 per cent. neither lost nor 
gained. This is unimpeachable testimony to the excellence of the 
organisation and administration of the jails in Bengal, as wellas 
of their general sanitary condition. 

In the concluding paragraphs of his report, Sir Walter 
Buchanan, now on the eve of his retirement, testifies to the 
good work done by various subordinates, and records his 
opinion that a majority of sub-assistant surgeons should 
serve for some stated period (say five or seven years) ina 
jail hospital, and after this that they should be employed in 
other branches of the Civil Medical Department and not 
revert to the Jail Department. 
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EONISM. 
THIS name was given by Mr. Havelock Ellis in 1913 toa 
form of sexual anomaly characterised by the subjects 
taking pleasure in behaving and dressing like the opposite 
sex without being sexually inverted. The term, which is 
comparable to that of sadism or masochism, was suggested 
by the well-known case of the Chevalier d’Eon. Ina recent 
paper (Medical Review of Reviews, January, 1920) on the 
subject Mr. Havelock Ellis points out that eonism denotes 
more than transvestism or cross-dressing, a term intro- 
duced by Magnus Hirschfeld, of Berlin, in his description of 
persons who took pleasure in assuming the attributes of the 
opposite sex and yet were not sexual inverts and seldom 
tended to become inverted. The phenomenon is one 
of erotic empathy, to use Titchener’s term, derived from 
admiration and affection for the opposite sex without 
the subject being tempted to carry the inner imitation 
so far as to imitate the sexual desires of the opposite sex, 
and so to become homosexual. A description is given ofa 
typical case in a successful author, aged 50, who presented 
many qualities not found in other forms of sexual anomaly 

-pamely, moral superiority, feebleness of the sexual 
impulse, and a high legree of refinement, sensitiveness, and 
intelligence. Mr. Havelock Ellis suggests that the real 
physical basis for eonism, and the related psychical pecu- 
liarities, may be some unusual balance in the eadocrine 
system inborn, and sometimes perhaps inherited, though of 
a slighter degree than that present in eunuchoidism or 
pseudo-hermaphroiditism, which has been found associated 
with disturbance of the hypophysisand adrenals respectively. 

NATIVE NURSES IN SOUTH AFRICA. 

THE influenza epidemic of 18 months ago brought home to 
the public of South Africa the great need for trained native 
women nurses to tend their own people. Ascheme has been 
started on the Rand for the training of native women as 
nurses on the same lines as Europeans. Subjected to much 
criticism, the scheme has so far proved a success. The 
originator of it is Dr. Loesser, of the Central Hospital, Crown 
Mines. On Feb. 28th five native female nurses were 
presented with certificates of competence. The girls are put 
through a three years’ course, during which they pass 
examinations at intervals in order to obtain the tinal certifi- 
cate. The only difficulty that prevents native nurses 
perfecting their training is the specialised nature of their 
experience. Some mine hospitals provide much the same 
class of patients as military hospitals. But it is hoped that 
in the future certificated nurses from the mine hospitals may 
be given an additional course of nursing in the Native 
Women’s Hospital in Johannesburg now being organised. 
It is emphasised by the organisers of the scheme that 
these trained native nurses will be of great value in their own 
territories. It is to be remembered that they are engaged 
solely in nursing people of their own race, and that they are 
under the superintendence of Europeans. It is encouraging 
to note that those responsible remark on the intelligence 
and adaptability of native girls as nurses, and the future 
progress of the movement will be watched with interest. 


THE METROPOLITAN WATER-SUPPLY DURING 
OCTOBER, NOVEMBER, AND DECEMBER, 1919. 

THERE is an interesting contrast in regard to rainfall in 
the last three returns issued by the Ministry of Health on 
the condition of the metropolitan water-supply. October 
and November were quite dry months, the mean rainfa!! for 
the former being 1°28 inches, which is 1:97 of an inch below 
the average mean rainfall! for that month during the previous 
36 years, while the figures for the latter month showed 
1:79 inches, which is 0°91 below the average over the same 
period. On the other hand. in December the mean rainfall 
was 5°00 inches, being 2°02 inches above the average of 
36 years. The relation of these facts to the quality 
of the supply is shown in the following particulars. In 
October the raw river waters improved in quality according 
to chemical tests, and the filtered waters showed a 
similar improvement. Compared with the averages for 
1918 both raw and filtered waters showed an advance in 
purity. Consistent with these results there were found 


fewer bacteria in the raw waters, and the filtered waters | 
In November the results of the chemical exa- 


were good. 
mination of the raw river waters showed deterioration, as 
did also some of the filtered waters. Both water3, however, 
showed better results chemically and bacteriologically com- 
pared with the waters taken in the corresponding period of 
1918. With the increased rainfall of December the rawriver 
waters showed a deterioration in chemical quality. The 
filtered waters followed suit, and both raw and filtered 
waters were below the standard of chemical purity of 1918. 
Bacteriologically, however, the waters from both sources, 
raw and filtered, contained fewer bacteria than those 
samples collected in the same period in 1918. These varia- 
tions are of interest in relation to the volume of flow 


measured at the weirs, which is, of course, dependent upon 
rainfall. 











UNSAFE STREETS. 

THE need for the Safety First campaign is clearly 
shown by the Government return, just issued, of the 
street accidents in England and Wales. The year 1919 has 
a sinister precedence over 1918, the figures being 33,456 and 
45,544 respectively. The mechanically propelled vehicle—in 
other words, reckless motor driving — was responsible for 
1741 of the 2239 fatal accidents, an increase of 25 per cent. 
over the 1918 figure. Horse-drawn vehicles were responsible 
for 356 deaths, as compared with 382 in 1918. The deaths 
from ‘‘ push-bike " accidents numbered 142, as against 105 in 
the previous year. In the Metropolitan Police district 
there were 19,685 accidents, of which the City of London 
contributed 727. Some accidents there must needs be 
cautious pedestrians sometimes collide with each other—but 
a large = of this huge toll of life and limb is plainly avoid 
able and should be avoided. 


A HIGHER STANDARD OF DYING. 


THE post-bellum cry for a higher standard of living has 
evidently penetrated uow to the South African native. At 
anv rate he is agitating for a higher standard of burial. 
Trouble is reported from Germiston,a Rand mining town, 
on the occasion of the funeral of three natives killed while 
cleaning out a municipal tank. The natives were, according 
to the municipal regulations, to be buried without coffins. 
200 of their fellow workers strongly objected, however, to 
their being so interred; the funeral was thereupon held up 
until coffins were obtained. 


DEVASTATION AND DISEASE IN POLAND. 


THE Friends’ Unit in Poland, having succeeded in stamp 
ing out typhus in the town of Zawiercie, is looking further 
afield. A committee of investigation reported on March lst 
the results of their inquiries. They found the villages in 
the valley of the Bug very largely destroyed by the severe 
fighting which has passed through the streets. Typhus is 
rampant. Lieutenant-Colonel Danbar, who had been 
through the district, told them that there was much illness 
and very few doctors. His last report of Hrubieszow ani 
district included 27 cases of typh@s and 4deaths during 
the week. Hrubieszow is ‘‘a small, rather dirty town of 
abont 5000 to 10,000 iohabitants.” Dr. Jan Opienski, the 
medical officer of health, they found to be pessimistic, 
especially since previous appeals for help to various missions 
had met with no response. In one village (Miemany), in 
the department of Hrubieszow, practically all the houses 
had been destroyed and the people were living in dug-outs. 
In many other villages the housing accommodation was 
reduced toa tithe of its pre-war value. The investigating 
committee find medical help, both in personnel and of 
material, to be one of the greatest needs of this district. 
Other necessities include housing materials, farm imple- 
meuts and stock, as well as food to last until the next 
harvest. 


A BOOK ON TREES. 

THE scientific study of the tree has been somewhat 
neglected, and any serious contribution to the subject is, 
therefore, to be commended. Mrs. M. Grieve, F.R.H.S., a 
pioneer in the movement for cultivating in this country 
medicinal herbs, hitherto obtained from abroad, and 
principal of the Whins Medicinal Herb School and Farm, 
Chalfont St. Peter, Bucks, has published a timely little 
book entitled, ‘‘ Economic Trees and Their By-Products.” 
It is described as giving ‘‘a concise account of over 70 
species of trees that readily grow in Great Britain, and 
which possess valuable by-products, now either neglected or 
entirely wasted.’’ Different parts of the trees mentioned 
may be used for drugs, chemicals, and timber. In THE 
LANCET of Oct. llth, 1919 (p. 655) we pointed out when 
referring to a new school of botany that there is still much 
to be discovered in the medicinal uses of the vegetable 
kingdom. Mrs. Grieve indicates here what might be 
accomplished even with the knowledge we already possess. 
Our indigenous and exotic trees afford a wealth of material 
for use in pharmacy, and in industrial processes. Further 
research may show that some of the drugs which we import 
may be supplied by home-grown trees, and the author is 
now engaged in growing the Rhamnus purshianus, or 
Californian buckthorn (cascara sagrada), from seed with 

hope of commercial success. Apart from the economic 
| valine of this book, the information which it contains will 
| be welcomed by the student of botany and the lover of 
| trees. 











Fibula (L.R.C.P., &c.) would be grateful for any suggestions 
in a bad case of tinuitus aurium. F., married, age 40. 
Lasted six months; gradually getting worse. Seen several 
specialists; no relief. Threatened with nervous breakdown ; 
almost on verge of suicide. Tried many of usual remedies 
without any success. 





